


April 1953 


INTHIS ISSUE 
enorrhage in Relation 
SNS i vcciesensecee EM 


he Superior Visceral 


ee 
ixed Bridge Assemblage ... 160 
luoridation of Water Supplies 161 


rgery vs. Bacteriology in 


Pulpless Tooth Management 162 


resure Habits, Etiologic 
Factors in Malocclusion ... 167 


sts and Other Considerations 
in Operative Airbrasive® 


rere 168 
ne Tube Impression .... 171 


inical and Laboratory 
Suggestions ..........- 174 


e Editor’s  eereee 176 


edicine and the Biologic 
NS Se aww 177 


Ontra-Anvles .........-- 184 

Comple:. Table of Contents appears 
on page 151) 

Cover il 


stration—Samaha article, 
page 152 








wh’ _ 4? 


SSESESES =28 





4/380S SOIdSNI 4, 801 SOIdSND 
4/80S SIWH3SLV1 4/8tS SIVYLNGID 4 SrpiSiWwd3alv1 4 801 SIVYLN3I9 











“UO1Z99/9S YAO] 2Y)4U2 
“196 OL UOHOIeYy 41941 
PUD Sa20Dg4INS |0IGDy 
Pe4DA :"00g ebnd-zE *f 
*ssuaswebunsy 
asnjuag JOjJayuy esoug 
“9Als Pezjoucsieg O09 “Z 
Rete hye Apearyynenal 9 6€5 saldsna 2 2rw saidsno 
sen O1N4Ds1941) cmadane Ao A) 6O2W SIVYSLV1T 9 62W SIVYINID 2 6£W SIVY3SLV1 9 62W STIVYLNID 
DAlgDusOju: Buimojjoy aus - ie ia : 









jPJOy ays JO PR|YD SIDA Ss! 
{DY YJOO} JSHjd ayj—JjSKIg JUSPIIBA UI PuD—s1OjO5 
YsIOO] JDAINJD- Bwi0syd-149A Pu UIDjI2I0g Buisny-yb6ip_ 
QWIOIYI-H38A Ul SpNU B1D ssOLIdjUYW SSDYg-BAly “S1O14 
“BJU SSPUg-3AIy YJIM PsADIYyID si 41 AjIsDe MOY puD : “ 
—peuinjqo eounineddn poezijpuosied ajij-0j-ansay Oy “ee 
ejD4jsuOWsp of ‘a104y UMOYS 1D ssusWeBUDIID pesodsuns YINs Ma} YW 
‘PesIsOop USYM 44994 JO UOIZIsOdsUDsY 4 
-40d 04 Bulj2N02 91D SiOLIOjUYW BSDYUd-2AI¥ JO S82DJINS jOWIXOId BUY “sjos 
jussoyip woly Spidsn> pun sjp194n| ‘sjo4yu9a> Buisodsunsy Aq apow Ajispea 
eq Anw sjueweBuniin pazijpuosied jo saquinu payiwijun ysowjD uy 
jNoA 4103 rive: ig Ayijdusis o4— 
419}2D4DY) [HIGH] Peain> AjjunUIWwOP puD JOY AjjuDUIWOP Aq payissp);> puD 
judWaINSPOW J3ajoWIjIU Aq payusp! d1D sjyas Ij ‘WiaysAS aZzIS sJDUIPIO 
“0D 8SDYg-2Al4 BIGQDpU_ssispUuN ayy Ul peBHuUDIID sjosS WO1j — SB2DpINS 
joiqny, ,,Buiay,, Oo AjoluDA jsepim ayy ‘UOIjIa;aS 4INOA 403 BADY NO, 
"ysoo4 AYO AUD YIM PejNrI;\dNp aq jouUn? siOlIajUYW BSDYd-dAI4 
uM Ajispe OS PaAsIYyID s1yaY4Ise yo Ayyjonb ayy pun AyyonpiAipul ayy 


NOT AALAY ASV ida AT 


S$A9VAYNS IVWIXOUd 
. ONILIV-OD 





9 ct1Sdaidsng 
./StW SIVH3SLV1 OJ StPWSIVYLNII 








4 6£S SdIdSN9 2 2r1sdaidsnd 
4 6S SIVHYSILVI. 4 62S SIVYLNID 2 6£1S1IVHY3SLV1 2 6271S 1VY1LN39 












7 





+ ivid 
AMNYNIWOG 


4 | QjAun> > 
* ~~ AIUNYNIWOG 














Dental 
Hhigest 


Revistered in U.S. Patent Office 


About Our 
CONTRIBUTORS 


‘Francis J. Samana, Capt., USAF (DC) 
“(Georgetown University, School of Dentis- 
try, 1951) is a general practitioner who 
‘stresses periodontia and endodontia in his 
| practice. Captain Samaha is chief of perio- 
‘dontia at the Air Force base where he is 
“stationed. His first Dicesr publication is 
(HemorrHAce IN RELATION TO DENTISTRY. 


'Harotp L. Hamsurc, B.S. (City College of 
"New York, 1942), D.D.S. (New York Uni- 
'yersity, College of Dentistry, 1946) is en- 
‘gaged in general practice and is also on 
the staff of Coney Island Hospital. Doctor 
'Hamburg’s article is Fixep Bripce AssEm- 
-BLAGE. 


| Piur M. Cuernorr, D.D.S. (The Thomas 
|W. Evans Dental Institute, University of 
Pennsylvania, 1922) is represented in the 
dental literature by a number of articles on 
Surgical and other techniques. In the cur- 
Tent issue Doctor Chernoff presents the 
‘fourth and concluding installment of a 
“series of articles on the subject of surgery 
versus bacteriology in the treatment of 
pulpless teeth. 


R. J. CoccesHatt, D.D.S. (Northwestern 
University, Dental School, 1934) is a gen- 
eral practitioner and an enthusiastic user 
of the Airbrasive technique which has been 
in daily operation in his office for nineteen 
“ttonths. Doctor Coggeshall’s article, Costs 
AND OTHER CONSIDERATIONS IN OPERATIVE 
AiprasiveE TECHNIQUE, is a record of the 
eost of installing the unit with specific in- 
formation concerning the application of the 
technique. 


Cuartrs Jay Minter, B.S. (University of 
Pittsbursh, 1948), D.D.S. (University of 
Pittsbursh. School of Dentistry, 1950) 
Specializes in crown and bridge techniques 
and full mouth reconstruction. For his first 
Publication in Dicrst, Doctor Miller has 
the collaboration of wh wife, Arline Miller, 
Who mae the illustrations for his articte. 
Tue Tur) Impression. 


APRIL 1952 


APRIL 1935.3 


Hemorrhage in Relation to Dentistry 


Francis J. Samaha, D.D.S. 
The Superior Visceral Skeleton (An Abstract) 


Fixed Bridge Assemblage 
Harold L. Hamburg, B.S., D.D.S. 


Fluoridation of Water Supplies (An Abstract) 


Surgery vs. Bacteriology in Pulpless Tooth Management—Part Four 


Phillip M. Chernoff, D.D.S. 


Pressure Habits, Etiologic Factors in Malocclusion (An Abstract) 
Earnest T. Klein, D.D.S. 


Costs and Other Considerations in Operative Airbrasive® Technique 
R. J. Coggeshall, D.D.S. 


The Tube Impression 
Charles Jay Miller, D.D.S. | a 171 





Clinical and Laboratory Suggestions ___. _. 174 
3. Tightening a Mandrel. 2. A Darkroom Aid. 3. Hydrocolloid Im- 
pression Packings. 4. A Suture Technique. 5. Acrylic Coping for 
Full Crown Preparation. 6. Construction of a Full Cast Crown. 


The Editor’s Page __...._____-__. 176 


Contra-Angles 





Medicine and the Biologic Sciences —__-------.-------. 


EDWARD J. RYAN, B.S., D.D.S., Editor 
WANDA T. PICKARD, B.A., Assistant Editor 


708 Church Street, Evanston, Illinois 


Copyright, 1953, by Dental Digest, Inc. See page 146 for subscription data, etc. 
The magazine is mailed on the fifteenth of the month of issue. 


151 









HEMORRAAGE in Belation to Dentistry 


FRANCIS J. SAMAHA, D.D.S., Arlington, Va. 


DIGEST 

This article enumerates the es- 
sential elements of the blood that 
are required for coagulation, ana- 
lyses the method by which they 
function and the conditions in 
which they interact; and presents 
in definitive terms the modern 
concept of the mechanism of clot- 
ting of the blood. Practical sug- 
gestions, fully illustrated, are 
given for prevention of hemor- 
rhage and for treatment of hem- 
orrhage occurring after extrac- 
tion of teeth. 


Factors in Coagulation 
Different views regarding the clotting 
of blood have been advanced from 
time to time. One theory which is 
generally known, that of Howell’s, 
may be demonstrated by the follow- 
ing form: 

Prothrombin -++ Thromboplastin -+- 
Ca(ions) — Thrombin 
Thrombin + Fibrinogen — Fibrin 
All of these factors are necessary 
for proper coagulation of blood to 

occur. 

Prothrombin Production—Fibrino- 
gen and prothrombin are formed in 
the liver. Prothrombin production is 
dependent upon sufficient quantities 
of vitamin K. When there is a defi- 
ciency of this vitamin and it is given 
therapeutically, liver function must 
be adequate in order for the vitamin 
to have any effect upon increasing 
prothrombin formation. Prothrombin 
formation is thus influenced (1) by 
a lack of vitamin K, and (2) by se- 
vere liver disease. 

Vitamin K Absorption—Normally, 
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it is difficult to produce a dietary 
vitamin K deficiency. Even if intake 
is inadequate, the intestinal bacteria 
synthesize sufficient quantities. How- 
ever, its absorption is dependent 
upon adequate amounts of bile salts; 
when these are lacking due to an ob- 
structive biliary disease or biliary 
fistula, vitamin K deficiency and de- 
ficient prothrombin formation re- 
sults, with lengthening of coagula- 
tion time. 

Fibrinogen Formation—Only in 
the presence of extensive liver dam- 
age is fibrinogen interfered with, so 
that in moderate liver disease only 
the prothrombin production may be 
affected. 

Thromboplastin—When tissue cells 
are injured or ruptured, thrombo- 
plastin is liberated. This substance is 
found in blood platelets and in cer- 
tain tissues of the body, e.g., the 
brain, lungs, thymus, and testes. 

Calcium Tons—Never reduced 
enough to be considered a factor in 
prolonged hemorrhage, calcium ions 
may be excluded as an etiologic 
agent in hemorrhage. 

Formation of Thrombin—The pres- 
ence in the blood of (1) thrombo- 
plastin, (2) Ca ions, and (3) a 
plasma factor, prothrombin, is re- 
sponsible for the formation of throm- 
bin. If thromboplastin or prothrom- 
bin production is interfered with, 
either quantitatively or qualitatively, 
the production of thrombin will be 
altered and hemorrhage may result. 

Definition—Hemorrhage may be 
defined as the escape of blood from 
the body through imperceptible 
openings in the blood vessel wall 








(hemorrhage by _ diapedesis), or 
through an actual break in the con. 
tinuity of the vessel (hemorrhage by 


rhexis). 





Varieties of Hemorrhage 

The types of hemorrhage may be 
classified as follows: 

(1) External and Internal—(Ex. 
ternal hemorrhage is_ self-explana- 
tory.) Internal hemorrhage may oc- 
cur as petechiae, ecchymoses and 
hematomas. Petechiae usually is a re- 
sult of disease, while eccymoses and 
hematomas are the result of a sur-§ I 
gical operation or an accident. 

(2) Spontaneous and Traumatic— 
Spontaneous hemorrhage occurs as 
the result of an operation. Traumatic 
hemorrhage occurs as a result of an 
accident. 

(3) Arterial, Venous, and Capil- ¢ 
lary—Arterial hemorrhage is bright 
red in color and escapes under con- 
siderable pressure in a_ pulsating § {oj 
manner while venous blood is dark § py, 
red in color and escapes more slowly § gg] 
in a steady stream. Capillary hemor: § jp 
rhage is characterized by a continv- 
ous oozing from the tissues. St 

(4) Primary, Intermediary, and 
Secondary—Primary hemorrhage is 


PR 










in! 
that which occurs at the time of op- § th 
eration or injury. After the cessation 
of primary hemorrhage there is usu: 
ally a fall in blood pressure which F ¢ 





permits clotting, because the blood 
flows with less force from the wound- 
ed vessels. 

Intermediary Hemorrhage: After 
the patient rallies from the operation 
or injury, the blood pressure rises 
again, and the clot may be forced 
from the vessel. This usually occurs 
within twenty-four hours after pr! 
mary bleeding has been controlled and 
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Thromboplastinogen 


Platelet Factor + Thromboplastinogen A (Activated) 


BY ADSORPTION 








Thromboplastin + Labile Factor + Calcium + Prothrombin 


it is probable that the 
labilizing action of 
thrombin on platelets is 
mediated through its ac- 
tivation of 













thromboplas- 
Catalytic Activation 


tinogen. 


ae Thrombin -+ Fibrinogen 








or in human blood, part of 
On- the prothrombin is in an 
by inactive form, prothrom- 
} binogen. 
Fibrin 
be 
1. THROMBOPLASTINOGEN ll. PLATELET FACTOR ill, LABILE FACTOR 
m a. Probably a globulin a. Probably a nonprotein a. Probably a globulin 
UX: b. Deficient in hemophilia b. Deficient in thrombocytopenia b. May be congenitally deficient 
n c. Determined by: and thrombasthenia and is reduced in liver damage 
vf 1. Prothrombin ption time c. Determined by c. Détermined by its correcting ac- 
Oc: 2. Thromboplastinogen activity 1. Platelet count tion on the prothrombin time 
time 2. Prothrombir tion time of stored human plasma 
ind p 
re- 
PRIMARY FACTORS IV. CALCIUM V. PROTHROMBIN 
nd a. Probably combined with one of a. A glycoprotein 


ur- IN COAGU LATI ON b. Diminished by lack of vitamin K, 
b. Never diminished enough to af- antivitamin K compounds, liver 
fect coagulation damage, and congenital defect 


a in synthesis 


the other clotting factors 





(Adapted from GP 6:44-45 (December) 1952) 


c. Determined by 


1. Prothrombin time 





tic 
an 
_ ff is called intermediary hemorrhage. Vitamin C and K deficiency fact that if transfusions of hemophil- 
rl Secondary Hemorrhage: Usually Arteriosclerosis ic blood or plasma are given, the 
ght occurring any time after twenty-four Diabetes mellitus time required for coagulation of the 
0 F hours, secondary hemorrhage may Metal poisoning blood is markedly prolonged. 
Me § follow suppuration or sloughing and Endocrine disturbances 
atk B presents a special difficulty as the ves- Hemophilia a Serious Problem in Blood Substitute 
nly Bh sels may be extremely friable or held Dentistry—One of the most serious During World War II a blood sub- 
of § ina dense inflammatory mass. problems that a dentist has to deal stitute, Fraction I, was discovered 
” with is hemophilia which is a here- and found to be extremely valuable 
Systemic Factors ditary disease occurring in males but in shortening the clotting time of 
nd The most important factors which transmitted through females and hemophiliac subjects. Fraction I is 
SB influence the coagulation of blood are characterized by a prolonged coag- obtained through the fractionization 
oP’ & the following: ulation time of the blood. of human plasma, requires no typ- 
son Hemophilia Clotting Time Varies—Prolonged ing, and can be stored in small re- 
wad Purpura hemorrhagica (thrombo- clotting time may vary from minutes frigerated vials for considerable per- 
ich cytopenia ) to as long as twelve hours. Normal iods. The chief advantages of this 
od The leukemias blood and normal cell-free plasma agent over whole blood are that it 
nd- Primary anemias and severe sec- contain coagulation factors not found supplants to a large degree the mul- 
ondary anemias in hemophilic blood. This has been tiple transfusions of whole blood, 
ter Agranulocytic angina known for a long time. and eliminates the problem of secur- 
<a Chlorosis Clotting Time Reduced by Trans- ing donors of the homologous group 
8s Hodekins disease fusions—I{ transfusions of either blood. 
ced Polycythemia vera whole blood or normal plasma are Administered Intravenously—The 
wt Hypertension given, the time required for coagu- average dose of 400 milligrams in 
PB Jaundice lation of hemophilic blood is nota- 20 cubic centimeters of physiologic 
and Septiccmia bly reduced. This is proved by the saline solution is administered intra- 
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venously. A few minutes after injec- 
tion of the plasma fraction (or anti- 
hemophilic globulin fraction), the 
blood coagulation time is usually re- 
duced to about twenty minutes, and 
reduction 
hours. 

Injection May be Repeated—The 
effect of the injection will last ap- 
proximately twenty-four hours when 
a second injection is given if neces- 
sary. But when there has been con- 
siderable loss of blood, or when 
Fraction I is ineffective (as it is in 
some cases), whole blood must be 
relied on to control the hemorrhage 
of hemophiliac subjects. 


is continued for several 


Procedure for Extractions 

In the management of hemophilia 
in a patient where extractions are in- 
dicated, a thoroughly satisfactory 
procedure is used at Boston City Hos- 
pital :* 

1. An impression is made of both 
jaws using a nonirritating, soft im- 


White, P. H., and Mallett, S. P.: Manage- 


ment of Hemophilia, J. Oral 7 :237-246 


Surg. 
(July) 1949. 


2A and 2B, Impressions are made 
of both jaws using a non-irritating soft 
impression material. Alginate is ideal. 


2C. The models are articulated (X) 
showing teeth to be extracted. 





pression material, and the models are 
articulated. 

2. The tooth or teeth to be ex- 
tracted are removed from the model, 
being careful not to touch the socket 
or surrounding gingiva, and a pink 
acrylic splint is constructed with a 
saddle covering the entire socket and 
area adjacent to the tooth to be ex- 
tracted, but not in contact with the 
opposing bite. 

3. Simple single wire clasps are 
added for retention and stability. 

4. Care must be taken to be sure 
that the splint is immobile and ap- 
plies no pressure on the wound as 
this may disturb the clotting and 





-— 


3A and 3B. The teeth to be ex- 
tracted are removed from the model, 
being careful not to touch the socket 
or surrounding gingival area. 


healing mechanism. The splint mere- 
ly acts to protect the wound and to 
hold the hemostatic agents in the 
socket. 

3. The teeth and their gingival at- 
tachments are loosened with small 
orthodontic type rubber bands placed 
around the neck of the teeth. When 
one disappears under the gingiva, 
another is placed over the first until 
the tooth is gradually loosened from 
its socket. 

6. Intravenous injection of 400 
milligrams of plasma Fraction I, or 
transfusion of 200 cubic centimeters 
of whole blood is given preoperative- 
ly and postoperatively. 

7. Local periodontal infiltration 
anesthesia (between the tooth and 
gingiva), leaving a single wound (the 
socket) is preferred. If mandibular 
teeth cannot be anesthetized in this 
way, a general anesthetic is advised 
being careful to prevent bruising of 
tissue during the excitement stage. 

8. Extraction is slow and careful, 
one at each operation, avoiding the 
use of elevators, flap operations, and 
suturing whenever possible. 
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9. The wounds are dressed with 
thrombin powder in conjunction with 
gelfoam® or oxycel® which is in- 
serted loosely into the socket, no 
pressure being applied. 

Additional Extractions—The same 
splint may be used by extending it to 
include subsequent teeth to be ex- 
tracted which may be completed in 
about two weeks. 

Use of Acrylic Teeth—lf anterior 
teeth are to be extracted, acrylic 
teeth can be inserted into the splint 
to provide esthetics. 

Acute Infections Rare—lIt is stated 
that acute infections are rare in 
hemophiliac patients despite their 
seemingly extreme neglect. In the 
event of an acute infection, however. 
a sulfonamide or orally administered 
penicillin can be given to combat the 
condition. Intramuscular injection of 
penicillin is not advised because of 


4A, 4B, and 4C, Pink acrylic splints are constructed 
with saddle covering the entire socket and area adjacent to 
the tooth to be extracted, (Figures A and B), but not in 
contact with the opposing bite (Figure C). Simple wire 
clasps ure added for retention and stability. Care must be 
taken that the splint is immobile and applies no pressure 
on the wound as this may disturb the clotting and healing 
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the possibility of intramuscular hem- 
orrhage. 


Hemostatice Agents 

A host of hemostatic agents avail- 
able for the dentist in checking hem- 
orrhage are obtained from four 
sources: 

(1) Vegetable (tannic acid, gam- 

bir) 

(2) Mineral (alum, ferric subsul- 
fate) 

(3) Animal (adrenalin, thrombo- 


plastin ) 
(4) Human (fibrin foam) 
Classification — Hemostatics are 


classified according to their mode of 
action: (1) Mechanical, acting local- 
ly (absorbent cotton); (2) astrin- 
gents and caustics, acting locally 
(tannic acid and alum); (3) 
thromboplastic substances, acting up- 
on the blood (thromboplastin); (4) 


substances acting through the sym- 
pathetic nervous system, producing 
vasoconstriction (epinephrine); and 
(5) substances acting on the blood 
after absorption (calcium lactate). 

Nature Aids in Control—lIt is ap- 
parent that nature helps in the con- 
trol of hemorrhage. When bleeding 
occurs there is an immediate decrease 
in coagulation time. Vasoconstriction 
and coagulation of the blood occurs. 
The contraction of the muscular walls 
of the blood vessels aids significantly 
in clot formation, and organization 
results. The clot is replaced by fibrous 
tissue which permanently occludes 
the vessel. 


Artificial Control of 
Hemorrhage 

Both internally and_ externally 
hemorrhage is controlled by artificial 
means. Internally, hemorrhage is 





mechanism. The splint merely acts to protect the wound 
and to hold the hemostatic agents in the socket. 
5. The teeth and their gingival attachments are loosened 
with small orthodontic type rubber bands placed around 
the neck of the teeth. When one disappears under the gin- 
giva, another is placed over the first until the tooth is 
gradually loosened from its socket. 
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controlled by the following measures: 

1. By the administration of blood 
transfusions, vitamins K, D, C, and 
P, given intramuscularly. (Vitamin 
P is the new permeability vitamin 
which is reported to be extremely ef- 
fective in aiding hemorrhage 
control. ) 

2. Calcium lactate and calcium 
gluconate, applied intravenously. 
(The Council on Dental Therapeutics 
states, however, that the use of cal- 
cium salts appears irrational.) 

3. Gelatin, koagamin, Congo Red, 
and adrenalin (1:1000) given intra- 
venously; and in hemophiliac cases, 
Ovarian extract. 

Use of Barbiturates—Morphine 
sulfate (hypodermically) or any of 
the barbiturates given preoperatively 
will aid in slowing the circulation and 
quieting the patient, for it is known 
that hemorrhage is more likely to oc- 
cur in a patient with high blood pres- 


sure than in one with low blood 
pressure. 
External Hemorrhage — Hemor- 


rhage may be controlled externally 
(1) by applying pressure and/or 
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GA, 6B, 6C, and GD. Additional 
extractions can be performed in about 
two weeks, using the same splint by 
extending it to include subsequent 
teeth to be extracted. 





packing with iodoform gauze satu- 
rated with tannic acid or alum (or 
applied in powder form); (2) the 
use of ferric subsulfate (Monsel’s 
salts), ferric chloride, turpentine, 
phenosulfonic acid applied on cotton; 
(3) carbolized resin, viper venom; 
or (4) Timberley’s “hemorrhage 
control” made from the white of 
eggs. All these agents function by 
precipitating the proteins of the 
blood. 

Additional Measures—(1) Adren- 
alin hydrochloride, which functions 
by contracting the exposed ends of 
blood vessels, may also be used in 
the control of external hemorrhage. 
(2) Thrombo-tyrothrycin cones 
which have a biochemical action 
only, are available. (3) Fibrogen, 
hemostatic globulin, and thrombo- 
plastin (also called coagulin), may 








be used. (4) If bleeding is from 
bone, bone wax may be applied, or 
the bone can be burnished or crushed 
by tapping with a blunt instrument. 


Hemostatic Materials Used 
in Dentistry 

Three satisfactory, non-irritating 
foreign materials for the control of 
hemorrhage tested and reported by 
Gwinn, Grimm, and Ferber? have be- 
come extremely popular and have 
been found to be among the best of 
the various hemostatic agents avail- 
able for dental purposes. They are 
(1) fibrin foam (from human 
blood), (2) oxycel (oxidized cellu- 
lose), and (3) gelfoam (from ani- 
mal gelatin). 

Removal Unnecessary — Experi- 
ments were undertaken to develop a 
substance possessing hemostatic pow- 
ers that could be placed in a tooth 
socket and be held in by sutures or 
packed in with sufficient pressure to 
hold without sutures; and _ which 


ge . D.; Grimm, D. H.; and Ferber, 
E. : Oral Use of Absorbable Oxidized Cellu- 
aly in the Prevention and Treatment of Post: 
operative Hemorrhage, J.A.D.A. 36:155-159 
(Feb.) 1948. 
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7A and 7B. If anterior teeth are to be extracted, acrylic Left and right maxillary lateral incisors are shown inserted 
teeth can be inserted into the splint to provide esthetics. into splint. 









































would not require removal, thus 1. When the vessel is large enough Ligation of External 

avoiding secondary hemorrhage it is caught by a forceps and tied Carotid Artery 

which often accompanies removal of with a suitable ligature of catgut The vessels most commonly ligated 
the agent. Many of the agents used which should include no more extran- for prophylactic reasons are the ex- 
to arrest hemorrhage are destructive ous tissue than necessary. ternal carotid artery and, in tumor 
to the tissues. 2. The assistant holds the hemo- surgery, the external jugular vein. 


Material is Absorbed—The three stat up so that the end of the vessel Ligation of the external carotid ar- 
agents mentioned can be left in the is visible; the suture is passed around tery will arrest most severe hemor- 
tissues and will either dissolve or be it and tied. rhages in the region of the jaw and 
absorbed without producing marked 3. This compresses and destroys face. The following is the procedure, 
irritation or interfering with healing the intima of the vessel, thus causing according to Thoma,* for completing 





om | to any extent. These agents have been coagulation of the blood at that point. this operation: 

OF § found definitely useful in dental sur- 4. In ligating a large artery, care 1. The patient is placed with his 
hed gical operations. It is thought that must be taken not to injure the in- head in a backward position. 
their effectiveness is induced (1) by tima as the ligature may break ~ 8Thoma. Kurt H.: Section on hemorrhage in 
. increasing the surface area offered to _ through the vessel. Sau. t a ne 
e ' 


the blood, and (2) by exerting a 
slight pressure from swelling of the 
8 § substance when filled with blood. 
of They are_absorbed in about four to 
six weeks. 


be- Bleeding From Small V essels—Ap- 


ave 
of 
ail- 
are 


plication of hemostatic forceps to the 
vessel, suturing the tissue, or cautery 
may be effective in arresting hemor- 
thage when bleeding is from small 
Tu. vessels. Cold applications to the gen- 
nic & {ral area of hemorrhage and heat to 
the immediate area are helpful. Cold 








ori. — Clects vasoconstriction but increases 
Da coagulation time, while heat hastens 
Dw: coagulation but prolongs bleeding due 
oth to vasodilation. 

or Control of Excessive Bleeding—In 

to cases where bleeding is excessive and 

ich cannot be controlled by other simpler 
ber means, the mam anney supplying the 8. When confronted with severe or a secondary hemorrhage following extraction 
be area :1ay be ligated in the following 9 teeth, a modeling compound splint can be molded to contour to form a matrix 

Way: after the socket has been treated. 
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2. A 5 to 7-centimeter incision is 
made along the anterior border of 
the sternomastoid muscle, beginning 
2 centimeters below the angle of the 
mandible and extending as far as the 
thyroid cartilage. The incision should 
divide the skin and the platysma 
which passes upward to the lower 
border of the mandible. 

3. After division of the cervical 
fascia, the edge of the sternomastoid 
is retracted backwards, exposing the 
digastric muscle and hypoglossal 
nerve below, which is recognized by 
its curved course. 

4. After retracting these structures, 
the carotid sheath is opened and the 
jugular vein is encountered. If not to 
be tied, it is pulled back with a blunt 
retractor to expose the external and 
internal carotid arteries. 

5. The common facial vein crosses 
the bifurcation of these vessels above 
which the superior thyroid artery 
arises. It may be ligated and divided 
to provide better exposure. 

6. The external carotid artery is a 
strong, whitish vessel, while the in- 
ternal carotid, located medially and 
behind the external, is smaller in size 
and gives off no branches. After giv- 
ing rise to the thyroid artery, the ex- 
ternal carotid also gives origin to the 
lingual artery. 

7. After it is dissected free from 
the internal carotid and vagus nerve, 
the external carotid is tied with a 
ligature introduced by means of an 
aneurysm needle which is passed from 
without inward to avoid inclusion of 
the descending hypoglossal nerve 
which lies posterior and superficial 
to it, and the superior laryngeal nerve 
which crosses beneath the artery. 

Blood Supply Checked—By means 
of the ligation described, the blood 
supply by the lingual, facial, occipi- 
tal, internal maxillary, and temporal 
arteries is checked. 

Method of Ligation—The most 
commonly recommended method of 
ligation is Babcock’s double ligation 
with division of the artery between 
the ligatures. This gives greater se- 
curity against hemorrhage than liga- 
tion in continuity. Chromatized cat- 
gut or silk may be used. 

Drain May be Used—The wound 
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should not be closed until all bleed- 
ing has been arrested, since continu- 
ous bleeding may result in a hema- 
toma. If there is any possibility of 
bleeding, a drain should be inserted 
for drainage externally, and removed 
after twenty-four hours. 


Prevention of Hemorrhage 

There are no known drugs for oral 
administration which will speed the 
clotting of normal blood. Hemostatics 
cannot be injected or absorbed into 
the blood stream without producing 
coagulation inside the vascular sys- 
tem. 

Replacement by Transfusion—Nat- 
ural replacement of blood in the body 
is accomplished by fluids passing into 
the blood stream to replace the lost 
fluid volume (1) by contraction of 
the spleen and other blood reservoirs 
for immediate replacement of blood 
cells, and (2) by an increased pro- 
duction of blood cells by red bone 
marrow. The only artificial manner 
in which blood is replaced in the 
body is by blood transfusion. 

Coagulative Properties of Blood— 
The first step in the treatment or pre- 
vention of hemorrhage should be a 
careful investigation of the coagula- 
tive properties of the blood. If clini- 
cal tests have not already been made, 
the clotting time, bleeding time, pro- 
thrombin time, platelet count, and 
serum calcium level should be made 
in that order of importance: 

1. Clotting time, that is, the time 
it takes blood to coagulate is normal- 
ly three to eight minutes. 

2. Bleeding time (duration of 
bleeding that follows puncture) is 
normally one to four minutes. 

3. Prothrombin time is obtained 
by adding varying amounts of cal- 
cium chloride to portions of oxalate 
plasma. The coagulation time of the 
tube that clots earliest is the pro- 
thrombin time. 

4. The blood platelet count is nor- 
mally 500,000 to 600,000 per cubic 
millimeter. The platelet count is use- 


ful in diagnosis of purpura hemor- ~ 


rhagica (thrombocytopenia). 

3. Blood calcium determination is 
of questionable significance. In ref- 
erance to postoperative hemorrhage, 


the bleeding and clotting time- are 
not absolutely reliable, but where it 
is known that the bleeding or cl. ‘ting 
time is high, caution can be ‘aken 
and careful study of the case made. 

Method to Determine Bleeding and 
Clotting Times—One method for de. 
termining bleeding and clotting times 
is the following: 


1. Put several drops of blood from J 


the ear or finger on a clean slide. The 
blood should flow from the part with. 
out squeezing, as squeezing produces 
a mixture of blood and tissue fluid 
which lessens clotting time. 

2. The point of a clean needle is 
drawn through the blood at one. 
minute intervals until there is a dis. 
tinct fiber which will adhere to the 
needle a little before the true clot is 
formed. 

Second Method—Another method 
which is popular at present is the fol- 
lowing: 

1. Nick the tip of the ear or finger 
and permit blood to run into a capil- 
lary tube 114 millimeters in diameter. 

2. A short section of the tube is 
broken off at one-minute intervals. 

3. As soon as coagulation occurs. 
the fibrin is seen stretching between 
the broken ends of the tube. 

These are the simpler methods for 
determining bleeding and _ clotting 
times. There are various other meth- 
ods such as Howell’s, and Lee-White’s 
which, require 


blood. 


however, venous 


Treatment for Hemorrhage 
Following Extraction 

When confronted with severe or 
secondary hemorrhage following ex- 
traction of teeth, the following simple 
effective method of treatment is sug: 
gested: 

1. Wipe the mouth and area of 
bleeding clean of all partly clotted 
gels of blood and enmeshed debris to 
observe the exact site and cause of 
bleeding. 

2. Remove any rough or loose 
fragments of bone which may be 
present. 

3. Apply the therapeutic agent in- 
dicated for hemorrhage control de- 
scribed previously. 

4. When necessary, a modeling 
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wmpound splint can be molded to 
contour to form a matrix. 

5. The patient should be instructed 
to apply cold packs externally, thirty 
minutes on and thirty minutes off, 
for two or three hours, and to refrain 
from taking stimulants or rinsing the 
mouth. 

6. A calm attitude and rest with 


S the head elevated will minimize cir- 


culation to the area which will sup- 
port the other procedures. 

7. Any other postoperative instruc- 
tions that are thought necessary can 
be prescribed. If the patient is in- 
capacitated or too distraught and ex- 
cited to remember instructions, they 
should be written down for him. 

Physical Symptoms from Hemor- 
rhage—After prolonged bleeding, the 
patient may develop general effects 
such as faintness, nausea, weak rapid 
pulse, rapid breathing, continued fall 
in blood pressure, thirst, and pale 
cold skin and mucous membrane. 


Temperature is usually subnormal 
unless there is fever from infection. 
If bleeding is not checked, the patient 
could develop cerebral anemia, dizzi- 
ness, headache, failing sight, ringing 
of ears, mental disturbances, loss of 
consciousness, and finally, death. 

Indication for Transfusion—In all 
cases of severe hemorrhage, if the 
hemoglobin is below 50 per cent and 
the red blood count is below 3,000,000 
per cubic millimeter, blood transfu- 
sions are indicated. (Normal RBC is 
5,000,000 per cubic millimeter.) Us- 
ually, 500 to 1000 cubic centimeters 
of blood are required for transfusion. 
General medication, if indicated, 
should be administered intravenously 
if possible, for quick effect. 


Conclusions 

1. To prevent hemorrhage a den- 
tist a comprehensive 
knowledge of the causes of hemor- 
rhage, and be exact in diagnosis and 


must have 


The Superior Visceral Skeleton 


Composition 

The superior visceral skeleton consists 
of the following parts: mandible, hy- 
oid bone, tongue, thyroid cartilage, 
cricoid cartilage, arytenoid cartilage, 
salivary glands, and the muscles, lig- 
aments, fasciae, nerves, and blood 
vessels supplying these parts. 

Suprahyoid Group Included—Den- 
tists are accustomed to thinking of 
the masticatory mechanism as con- 
sisting of the teeth, maxillae, mandi- 
ble, and the immediately attached 
muscles. In that sense it is customary 
to list, in the depressor group of mus- 
cles of mastication, only the suprahy- 
oid group. 

The Hyoid Bone—Since the hyoid 
bone is not attached to any other bone 
but floats freely in the submandibular 
region, it must be supplied with sta- 
bilizing infrahyoid muscles to enable 
it to resist the pull of the suprahyoid 
muscles, 

Whiffle Tree of the Dental Appa- 
ratus Because the hyoid bone is sit- 
uate between and serves for the 
attachment of two sets of muscles, it 
is called by Stoll the whiffle tree of 
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the dental apparatus. Because of this 
arrangement also it is necessary to 
regard the infrahyoid muscles as a 
part of the musculature of the dental 
apparatus. 


Role of the Hyoid 
Mechanism 

During mastication, the suprahy- 
oid muscles, braced through the in- 
termediary hyoid bone of the infra- 
hyoid muscles, depress the mandible, 
aided by gravity, as food is taken 
into the mouth and after each chew- 
ing stroke produced by the supraman- 
dibular muscles. 

Act of Swallowing—After mastica- 
tion, swallowing takes place. This 
starts with the passage of food to the 
pharynx propelled by the tongue and 
the soft palate. During this act the 
jaws and teeth are closed and the hy- 
oid bone is raised and retracted by 
the stylohyoid and digastric muscles. 
The larynx is simultaneously elevated 
by the thyrohyoid and stylopharyn- 
geus muscles; during this time the 
infrahyoid muscles relax. 

Action of Suprahyoid Muscles— 


preoperative preparation. When there 
is suspicion of a tendency to bleeding 
the patient should be questioned 
thoroughly as to his physical condi- 
tion, and a general physical examina- 
tion should be made by a physician. 
Caution should be exercised in extrac- 
tions and other surgery. The patient’s 
general health should be brought to 
an optimum level. 

2. An attempt to eliminate preop- 
eratively any possibility of postoper- 
ative hemorrhage will be of value in 
treating patients who have a tendency 
to hemorrhage. 

3. The dentist should remember 
that some hemorrhage is a normal 
physiologic reaction and that normal 
healing of a wound cannot take place 
without it. If bleeding should be ex- 
cessive, however, the dentist can be 
reassured because of the many mod- 
ern methods of treating hemorrhage 
that are available. 

Bergstrom Air Force Base. 


When the act of swallowing is com- 
pleted, the anterior belly of the di- 
gastric and geniohyoid muscles con- 
tract and, again aided by gravity, de- 
press the mandible. If no more food 
is taken into the mouth the mandible 
assumes its rest position with the 
teeth slightly parted. The hyoid bone 
then drops to a position slightly be- 
low the mandible through the tonic 
contraction of the infrahyoid muscles. 
Against the fixed position thus at- 
tained, the suprahyoid muscles can 
act, opening the jaws preparatory to 
further mastication and deglutition. 

Harmful Influence of Malposture— 
These successive acts must be accur- 
ately timed and balanced in relation 
to each other if they are to be com- 
pleted without muscle strain. It has 
been found that when there is malpos- 
ture of the mandible there is a vary- 
ing interference with the cycle of 
muscle contractions and relaxations 
and corresponding demand for con- 
scious effort in performing these acts. 
This leads to fatigue and discomfort 
of varying degree. 

Adapted from Dental Concepts 
4.:5-6 (July-August) 1952. 
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BRIDGE 


Assemblage FASAK 


HAROLD L. HAMBURG, B.S., D.D.S. 2 


DIGEST 
A new technique in the assem- 
blage and completion of poster- 
ior fixed bridgework is possible 
with the recent introduction of 
prefabricated gold occlusal pon- 
tics in graduated sizes and shapes. 
This article gives step-by-step in- 
structions for completing a tech- 
nique for fixed bridge assem- 


blage. 





1, Abutment inlays in position. Gold 
cusps selected and fitted. 

2. Pontic in position in compound 
and occlusion checked. 

3. Occlusal index to assemble inlays 
and pontics. 

4. Assembled bridge in position. White 
wax roughly inserted under the gold 
cusp. 

5. White wax contoured to proper 
shape, retaining minimum ridge con- 
tact. 
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Advantages of Fixed 
Bridge Assemblage 

Direct fabrication of the pontic and 
subsequent bridge assemblage has the 
following advantages: 

]. Occlusion can be checked in all 
excursions and requires no adjust- 
ment at the final insertion. 

2. Abutment inlays are in exact 


| position, ensuring that the plaster in- 


dex is correct. (Most indirect tech- 
niques take an index from a model 
on which the inlays may have been 
disturbed. ) 

3. Perfect adaptation of the pon- 
tic ridge lap is obtained. There is no 
possibility of overcompression. 

4. The cost, operative time re- 
quired, and remakes are reduced con- 
siderably. 


Disadvantages of Indirect 
Method 

The method in current use of as- 
smbling indirectly stationary re- 
placements on models has the follow- 
ing disadvantages: 

1. No articulator perfectly dupli- 
cates jaw relationship. 

2. The additional steps required 
add to the possibilities of error in 
technique. 

3. Considerable laboratory time is 


necessary (or expense if a commer- 
cial laboratory is employed). 


Technique 

Direct assemblage of the fixed 
bridge can be completed simply with 
the following technique: 

1. The teeth are prepared in the 
customary manner and the inlays or 
crowns are placed in position. 

2. A gold cusp of the proper size 
is selected by trying in the mouth and 
the necessary mesial and distal reduc- 
tions are made. 

3. Modelling compound is softened 
and placed between the abutment 
teeth; the fitted pontic remains in 


' position until the marginal ridges are 


in alinement. The compound is then 
chilled. A positive position for the 
pontic has now been obtained. 

4. The patient is instructed to bite 
down gently; occlusion is checked in 
all excursions. The pontic can be re- 
moved, ground in the operator’s 
hand, and can be reseated in the 
exact position as often as necessary 
to perfect the occlusion. 

5. As soon as occlusion is ob- 
tained, an occlusal index in plaster 
is taken to assemble the pontic to the 
inlays. (This follows the standard 
laboratory technique. ) 


Fluoridation of Water Supplies 


UsE OF fluorine in public water sup- 
plies for prevention of dental caries 
has been debated during recent years. 
This problem has arisen because of 
the advocacy of the addition of this 
element to the public water supplies 
by the United States Public Health 
Service and various state health de- 
partments. The policy has been estab- 
lished by the public health agencies 
that the addition of fluorine must 
have the approval of the local medical 
society, which therefore should be 
well grounded in the facts and should 
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make recommendations only after im- 
partial review of all evidence. To one 
trying to read objectively the report 
of the congressional hearing on fluo- 
ridation of public water supplies, it 
appears that the representatives of 
the public health field have developed 
considerable enthusiasm for a method 
of caries control that is relatively 
simple and for which, considering the 
benefits to be obtained in the reduc- 
tion of dental caries of from 35 to 65 
per cent, the cost is not excessive. 
The work done so far has been di- 


6. The assembled bridge is fitted. 
No occlusal adjustments should be 
necessary. 

7. Softened white inlay wax is 
forced under the gold cusps of the 
pontic. The bridge is removed and 
the white wax contoured to form a 
harmonious tooth. The bridge is tried 
in once more to check the saddle of 
the pontic. 

8. The patient is dismissed. The 
acrylic base in the proper shade is 
processed on to the gold. 

9. The polished bridge is ready to 


be inserted without adjustment. 


Discussion 

1. Objectives which are virtually 
impossible with the indirect approach 
have been accomplished with the 
technique described. 

2. It is possible to balance a bridge 
in lateral as well as in centric with 
this technique and thus maintain the 
complete balance of the mouth. 

3. Because the saddle is a direct 
impression, the tissue is never over- 
compressed. 

4. The cost of the bridge is re- 
duced. 


332A 9th Street. 


rected largely toward proving the ef- 
fectiveness of the method in the con- 
trol of caries, and the efforts that 
have been made to determine the ill 
effects of this material have been re- 
stricted to small groups of children 
and to test group of some five or six 
adults. The committee that held these 
hearings was not, in its fimal report, 
willing to endorse the fluoridation of 
water. Apparently enough doubt was 
expressed that it seemed desirable to 
perform further experimental work 
before universal endorsement is given. 
From Medical Literature Abstracts, 
Journal of the American Medical As- 
sociation 151:589 (Feb. 14) 1953. 












SURGERY V8. BACTERIOLOGY 


in Pulpless Tooth Management 


PART FOUR 


PHILLIP M. CHERNOFF, D.D.S., Middletown, Conn. 


In the fourth and last installment 
of this series of articles on the 
merits of the surgical approach 
to the management of pulpless 
teeth, the author presents a step- 
by-step description of the tech- 
nique he uses in performing an 
apicoectomy. 


Surgical Technique 

The area about the tooth to be oper- 
ated on should be protected from pos- 
sible contamination with saliva by 
placing cotton or gauze rolls beneath 
the cheeks on both sides of the field. 
A large gauze pad is placed between 
the jaws anteriorly and the patient is 
instructed to close on it and to keep 
the teeth in occlusion throughout the 
entire procedure. 

The Preparation—1l. The lip is 
raised and the visible surfaces are 
painted with Talbot’s iodine; the 
teeth are painted as well as the mu- 
cous membrane. . 

2. The is made with a 
sharp lancet; the depth of the in- 
cision must extend down through the 
periosteum to the alveolar bone. 

3. The operator must feel the lan- 
cet point sliding along the actual sur- 
face of the bone. This is important 


incision 


because, if done properly, the meas- 
ure will permit the periosteum to be 
lifted and retracted with the flap 
without serious injury. 

4. If the incision only reaches, but 
does not penetrate, the periosteum 
the subsequent effort to expose the 
bone will result in a mutilation of the 
periosteum which will accentuate 
postoperative discomfort and delay 
healing. 

5. The length and shape of the in- 
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cision may vary but as a rule it 
should be crescent-shaped with its 


convexity toward the gingiva. Begin- | 


ning approximately at the level of 
the apex to be removed, and to one 
side of it (usually directly over the 
apex of the adjacent tooth) the line 
of incision is downward, around and 
up again, and ends, usually, directly 
over the apex of the adjacent tooth 
on the other side (Fig. 1). 

6. In a straight line from the start- 
ing point across to the termination 
of a crescent thus formed the dis- 
tance is approximately half an inch. 
The downward course is guided by 
two considerations: 

(A) The incision should not be 
extended downward too close to the 
gingiva lest, by leaving too narrow a 
strip between the incision and the 
gingival border, nutrition is endan- 
gered. 


1. Showing position and length of the incision for apicoectomy of an uppe' | 
lateral incisor. 


(B) The incision must extend low 
enough so that when the window in 
the alveolar plate is made there will 
be a fair amount of bone surface ex. 
posed between the lowest border of 
the incision and the lowest border of 
the window through which the apex 
and periapical infection is to be re- 
moved. 

Supporting Surface of Bone—A 
surface of bone is necessary to a 
proper readaptation of the mucoperi- 
osteal flap at the end of the operation 
as it maintains the flap in its proper 
position (Fig. 4). Without this sup- 
porting surface of bone. the flap 
would tend to collapse. thus endan- 
gering the proper regeneration of the 
underlying tissue. 

Bleeding Controlled—With only a 
moment or two of thought before the 
lancet is applied the operator can 
determine the exact level at which 
the low point of the incision should 
be placed. To make this incision the 
author generally uses a Bard-Parker 
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blade, Number 11. Any bleeding that 
ensues as a result of the incision is 
easily controlled by the application 
of a small (2 by 2) exodontia sponge 
or the aspirator. 

Periosteal Elevator Used as Retrac- 
tor—The mucoperiosteal flap is 
raised to the desired level by the 
proper application of the periosteal 
elevator, periosteotome (Cleve-Dent 
Number 1). It is important to re- 
member at this point that the peri- 
yw | osteal elevator (as the lancet was 
in § used) must reach the surface of the 
ill {| bone in order to peel and lift up the 











ex. | periosteum properly. 
of The same mucoperiosteal elevator 
of is used as a retractor; but not hook- 
yex | ing into or pulling on the soft tissue. 
re- Such procedure is not only brutal but 
unnecessary. The elevator end of the 
~\ {| mucoperiosteal elevator is used, the 
. a end placed firmly upon the bone over 
eri- | the apex and above the point at 


ion § which the upper border of the win- 
per § dow will be placed. Make sure that 








up- — the end is securely in contact with 
lap the bone without danger of slipping. 


lan- § Hold it against the bone and permil 
the § the flap to rest upon it. 
Clear Operating Field Ensured— 


yaf Any bleeding that now takes place is 
the — controlled by the aspirator again so 
can — that the field may be perfectly clear 
rich for the operator to determine the ex- 
vuld act location and borders of the win- 
the § dow he is about to make (Fig. 2). 
rker 


Optional Incision 
for Central 

In the case of an upper central in- 
cisor when the deviation of the root 
from the median line is so slight as 
to prohibit making a crescent-shaped 
incision without injuring the frenum, 
the operator may resort to the type 
of incision and flap usually employed 
in the surgical removal of teeth. The 














2. Retraction of the flap and outline 
of window. 








%. Exposure of periapical area; the 
apex is in view. 


4. After resection. Edges of the flap 
must be supported by a surface bone. 
pper fi &. Showing where sutures should be 


placed, 
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following method may be employed: 

1. Two straight lines are formed. 
The first starts at the distolabiogin- 
gival point angle of the central and 
extends upward and distally to a 
point directly over or even slightly 
distal to the apex of the adjacent 
lateral. 

2. The second line. of incision 
starts at this point and extends up- 
ward and mesially to a point above 
and mesial to the apex of the central, 
ending before reaching the’ frenum 
(Fig. 6). When returned to place the 
flap is supported by the alveolar bone 
overlying the lateral (Fig. 8). 

Sutures Necessary—lIn this type of 
flap three or four sutures will be 
necessary; two at the ends of the in- 
cision described as the first line (one 
near the gingiva and one near the 
apex of the lateral) and a third su- 
ture about midway along the incision, 
described as the second line (Fig. 9). 
Occasionally a fourth suture may be 
required midway along the incision 
described as the first line. 

Incision for a Lower Incisor—1. 
This may be made crescent-shaped 
with its convexity toward the gin- 
giva, following in general the same 
procedure as for an upper incisor 
except that the curve is reversed. 

2. The author has found it more 
convenient to have a wider surface 
of bone exposed in lower cases than 
is provided by a crescent-shaped flap; 
it is also more convenient to have a 
more extensive flap. A rather wide 
square or rhomboid-shaped flap is 
therefore made in these cases. 

3. To avoid mutilation of the flap 
and to ensure .satisfactory visibility, 
the flaps are made wide enough to 
include three teeth, the one to be op- 
erated on, and one on either side of 
it (Fig. 10). 

4. The incisions are made verti- 
cally or slightly diverging, beginning 
from the labiogingival surface of the 
teeth on either side of the one re- 
quiring apicoectomy. 

5. In this technique the author no 
longer makes the incisions to end in 
the interproximal papillae as shown 
in the case illustrated (Figs. 10, 11, 
and 12). When sutured, such an in- 
cision does not have as satisfactory 
adaptation interproximally (Fig. 12) 
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G. Lines of incision for the flap over 
central. 
7. Flap retracted, apex of root ex- 


posed. 


8. After resection the edges of the flap 


will be supported by a surface of bone. 


9. Showing where sutures should be 


placed. 





as when the incisions are made to 
end on the labial aspect of the teeth. 

6. When sutured, the gingival bor- 
der of this type of flap is held snugly 
against the alveolar crest by passing 
the suture through the papillae of the 


flap and carrying the suture arovnd 
the middle tooth to the lingual .nd 
tying it there (Fig. 12). Lateraily, 
each incision usually requires iwo 
sutures for proper closure, one at ‘he 
gingival end and one near the lower 
end. 


Method for Completing 
the Window 

With the flap retracted and con- 
siderably larger in all dimensions 
than the intended opening in the 
alveolar plate of bone, the operator 
may be guided by two factors in the 
determination of the proper location 
of the window: 

(1) By the roentgenogram for the 
probable length of the tooth root, 
provided the angle of x-ray exposure 


has been correct. The possibility of 


elongation or shortening on the film 
as a result of improper angulation 
must always be considered. A good 
roentgenogram is a fairly accurate 
suide. 

(2) With a considerable surface 
of bone exposed, the operator can 
often see the elevation of the alveo- 
lar plate as it conforms to the under- 
lying root, as well as the shallow de- 
pressions on either side that mark 
the interradicular areas. These two 
factors will readily suggest the prop- 
er location at which to make the 
opening. 

Possibility of Deviation Avoided— 
Generally speaking, the aperture can 
be made with either a hand chisel or 
a bur. In most cases it is advisable to 
outline the ultimate opening with a 
hand chisel (Woodward Number 1) 
and then to do the actual cutting with 
the bur. The outline made with a 
chisel serves as a guide for the path 
of the bur, avoiding the probability 
of deviation and loss of perspective. 

Support for Flap Provided—Al- 
though it is immaterial at which 
point the outline is started, it is ad- 
visable to limit the lowest point first 
of all to ensure a sufficient amount 
of bone surface between this point 
and the lowest point of the incision 
(Fig. 3). The reason for this, as 
stated previously, is to provide a sur- 
face of bone to support the flap when 
it is finally replaced and sutured. 

New Bur Essential—In cases where 
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an extensive cyst exists, the alveolar 
plate may have been so thinned that 
it would not be advisable to use the 
chisel at all because of the complete 
loss of underlying support. Relying 
on the bur entirely in these cases, the 
first cut is made with a cross-cut fis- 
sure bur Number 701 at the lowest 
border of the proposed opening. A 
new bur is essential. 

Operating Field Cleared with 
Sponge or Aspirator—Often, as the 
bur is carried around to cut out the 
window, it enters an existing pus sac; 
pus may exude in varying amount. 
This may be mopped up with the 
gauze sponge or the aspirator. The 
field having been _ satisfactorily 
cleared, the operator may proceed to 
complete the window cutting. 

Procedure—l. The circling cut 
completed, the circumscribed island 
of bone may be pried out with a 
spoon-shaped excavator (Darby 
Perry Number 22 Excavator). With 
this removed, the periapical area will 
be in view (Figs. 3 and 10). 

2. Not all of the affected periapical 
area can be expected to be visible; 
there are times when all that can be 
seen are the root tip and possibly the 
attachment of the sac. An extensive 
rarefaction and its contained infected 
tissue may extend far out of sight; 
either up or down, or palatally. That 
is immaterial, for interest is centered 
on the visibility of the apical end of 
the root. 

3. After all rarefied tissue is re- 
moved, all the invisible spaces can be 
cleaned out and curetted thoroughly, 
entirely through tactile sense. It is 
not necessary to see everything; it is 
only necessary to know, from a study 
of the roentgenogram, how extensive 
is the involvement and to be guided 
in curettement by this knowledge 
and tactile sense. The apical part of 
the tooth exposed, amputation may 
be performed. 
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10. For a lower incisor a wide flap 
should be made to include three teeth. 


ll. After resection the edges of the 
flap will have good support from un- 
derlying bone. 


12. Showing where the sutures should 
be pleced for this type of flap. 
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Resection 

The roentgenogram must again be 
utilized as a guide; this time in de- 
termining from which side to start 
the resection. There is often a dif- 
ference between the distances to the 
adjacent teeth mesially and distally. 
The following steps are taken: 

1. The bur should be inserted and 
the cut started from the side on 
which there is a greater distance to 
the adjacent root, for it is obvious 
that if the bur is inserted between 
two roots that are in close proximity 
the periodontium and root of the ad- 
jacent tooth may be injured. 

2. The bur with which the ampu- 
tation is accomplished is the crosscut 
fissure bur Number 701. 

3. If the apex to be amputated is 
of a lateral incisor only one bur may 
be necessary but if it is a central in- 
cisor or a cuspid, it may be advis- 
able, after a part of the distance is 
cut through, to use a second bur as 
the first may have become sufficiently 
clogged to render it inefficient. 

4. There is no necessity for haste 
in the performance of any phase of 
the apicoectomy and the operator can 
take the necessary time to change 
burs when that is advisable. 

5. Cutting through the root is best 
done in a forward and backward 
sawing movement at the same time 
directing slight pressure 
across the root. 

6. When the second bur has been 
brought into play, it is placed into 
the groove created by the first bur 
and the procedure is continued until 
the root has 
through. 

7. As the other side of the root is 
approached in those cases in which 
the roots are in close proximity it is 
advisable gradually to apply less and 
less sidewise pressure so that when 
the bur finally passes through the 
root it will not be jammed against 
the thin partition overlying the ad- 
jacent root with possible injury of 
its periodontium. 

S. The removal of the amputated 
apex is easily accomplished by lift- 
ing it out with the college pliers or 
with a large spoon-shaped excavator 
or with a curet. 


sidewise 


been entirely cut 


9. On occasion a small granuloma 
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may be so tenaciously attached to the 
apex that it will come along when 
the apex is removed. 

10. A large granuloma may not so 
readily oblige because its large outer 
surface attachment to the bone cavity 
offers greater resistance to separation. 
In these cases the freely swinging 
apex is pulled away from _ its 
granuloma. 


Curettement 

In the curettement that follows the 
operator must again be guided by a 
study of the roentgenogram. A gran- 
uloma is of irregular shape and sé is 
the bone cavity in which it lies; one 
conforms to the other. It may extend 
downward along the root or in fact 
in any direction from the apex. The 
labial alveolar plate is often destroyed 
by the progressive degenerative proc- 


ess with the establishment of a fis- 


tula. The same is often true of the 
palatal surface. 

Granulatomous Tissue Removed— 
A study of the roentgenogram will 
aid in determining the probable size 
and shape of the bone cavity. Keep- 
ing the film before him, the operator 
may constantly refer to it during 
curettement to supplement the revela- 
tions of the curet and his tactile 


sense. It is important that all of the 


granulomatous tissue be removed; 
and if a cyst is present, the entire 
cystic membrane must be removed. 
The bone cavity must be entirely 
cleared of all its contents and the 
curet should lightly touch firm bone 
throughout. Curets Numbers 85 and 
86 (Cleve-Dent) have been found ex- 
tremely valuable. 

Edges of Root May be Rounded— 
After resection it is sometimes ad- 
visable to round the edges of the root 
although it is not essential to do so. 
It sometimes happens in resection 
that the line of cutting leaves the 
root slightly saucer-shaped and sub- 
sequent healing does not fill the bot- 
tom of this saucer area with bone. 
Fibrous tissue fills the area and be- 
ing radiolucent, presents the radio- 
graphic appearance of an unhealed 
spot. If an operator is concerned with 
the radiographic appearance that 
might be misinterpreted at a later 
date, he may round off the edges of 


the root with a large round bur. " his 
will ensure a radiographic apyvar- 
ance, after regeneration, of i-one 
snugly adjacent to the 
surface. 

Dentinal Tubules Sealed—The ::ext 
procedure is to seal the dentinal 
tubuli exposed in the resected sur. 
face of the root. This is easily and 
efficiently done by the application of 
silver nitrate followed by eugenol. 

Reinfection Prevented—(1) With 
the root end permanently sealed, (2) 
the main canal sealed in the begin- 
ning under considerable pressure, 
and (3) the sides of the root per- 
fectly covered with an impervious 
layer of cementum, there cannot pos. 
sibly be any avenue through which 
reinfection can be introduced. 

Silver Nitrate Applied—Use a 
saturated bit of cotton only slightly 
larger than the head of a pin to ap- 
ply silver nitrate. Such a small pellet 
can carry, in saturation, all the sil- 
ver nitrate necessary and will avoid 
getting the solution on other tissues, 
limiting its application to the root 
end only. Cauterizing other tissue 
will only retard healing. 

Bleeding Within Bone Cavity Stim- 
ulated—Satisfied that the root end is 
efficiently sealed, bleeding within the 
bone cavity is stimulated by a gentle 
curettement of its sides. It is also 
well to smooth the edges of the win- 
dow to make sure that there are no 
sharp bony projections or spicules 
left that would irritate the flap. When 
the bone cavity is entirely filled with 
blood, the flap is brought down to 
its proper place and sutured. 

Suturing Completed—Usually it is 
necessary to suture at three points to 
close the crescent-shaped incision. 
One suture is placed at the lowest 
point, which is at the center; and 
one is placed on each side approx’ 
mately midway between the central 
suture and the ends of the incision 
(Fig. 5). 

Adaptation Secured—After sutur- 
ing is completed, a slight pressure 


rese:ted 


momentarily applied against the flap F 


with a gauze sponge will ensure its 


proper adaptation. The operation F 
may be considered completed with a § 
final painting of the surface with [ 
Talbot’s iodine. A convenient needle § 
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to use for suturing in this location is 
the half-round needle Number 14. 
The suture thread is catgut .000. The 
catgut sutures need not be removed 
and in four or five days will be 


absorbed. 


Instruction to Patient 

1. In addition to taking a seda- 
tive, the patient is instructed to ap- 
ply ice packs directly over the area 





of operation at ten-minute intervals 
keeping the ice pack on for ten min- 
utes and off for ten minutes alternate- 
ly for four hours. If swelling does 
occur it is usually of little conse- 
quence and of short duration. 

2. It is advisable to make sure 
that the tooth is not in traumatic 
occlusion and that any undue pres- 
sure exerted upon it by opposing 
teeth has been relieved by grinding 





the points of occlusion. Undue pres- 
sure during mastication will be 
avoided by the patient’s instinctive 
reluctance to use an impaired part 
until regeneration takes place. 


Conclusion 

It is emphasized that periapical 
pathology alone is not a valid excuse 
for extracting an anterior tooth. 
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Pressure Habits. Etiologic Factors in Malocclusion 


EARNEST T. KLEIN, D.D.S., Denver, Colo. 


Summary 

l. Living bone is an ever-changing 
tissue that is constantly being re- 
paired and replaced from infancy to 
old age. 

2. Living bone is extremely suscep- 
tible to the guidance and influence of 
pressure and stimulus. 

3. The extent to which living bone 
can be changed with pressure or 
stimulus is controversial. However. 
even the most conservative group will 
agree that alveolar bone can be 
changed and the teeth in that bone 
regulated with orthodontic treatment 
(planned, intentional pressure). 

4. Abnormal pressure habits (un- 
intentional pressures) also change al- 
veolar bone and regulate teeth in 
that bone because the bone-building 
cells on the receiving end of pressure 
or stimulus cannot differentiate 
whether that pressure or stimulus is 
intentional or unintentional. 

9. Since changes take place in liv- 
ing bone whether the stimulating fac- 
tor is intentional or unintentional, 
abnormal pressure habits cannot be 
denied as an etiologic factor in mal- 
occlusion without rejecting the ac- 
cepted principle of planned ortho- 
dontic treatment. 

6. The face, with its cartilaginous 
bone. yields easily to stimulus and 
pressire, especially during growth 
spurts, and presents the most com- 
plicated growth problem in the en- 
tire skeleton. Since the greatest 
growth changes in the head are being 
made by the facial structures, it can 
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be assumed that all abnormal pres- 
sures should be kept from this most 
vulnerable target, the face. 

7. It is during the transition from 
the deciduous to the permanent arch 
that much damage takes place, and 
it is during this transition stage that 
the avoidance of all abnormal pres- 
sure habits is of the utmost impor- 
tance. 

8. Some children with abnormal 
pressure habits have well-developed 
faces with no malocclusion. How, 
then, can other children with the 
same abnormal pressure habits have 
facial abnormalities? One authority 
believes that healthy bone grows and 
is influenced by environmental factors 
such as abnormal pressure habits. 
Bone that has a disturbance in os- 
sification caused by ill health, im- 
proper diet, or endocrine distur- 
bance, resulting in bone fatigue, does 
not grow and consequently is not 
changed by environmental factors 
such as abnormal pressure habits. By 
the same token, it may be explained 
why some patients with malocclusion 
respond to planned orthodontic treat- 
ment while others with the same ap- 
parent malocclusion and _ receiving 
the same planned orthodontic treat- 
ment do not. 

9. The etiology of malocclusion is 
infinitely complex and although ab- 
normal pressure habits are a factor 
that must be considered in the study 
of the cause of malocclusion, they are 


by no means the complete answer to 
the orthodontist’s problem. Dental 


and facial deformities may be the re- 
sult of many etiologic factors, such 
as nutritional factors, hereditary fac- 
tors, environmental factors, endocrine 
dysfunctions, premature loss or pro- 
longed retention of deciduous teeth, 
malformed or supernumerary teeth, 
loss of permanent teeth, pathologic 
entities, as well as abnormal pressure 
habits, all of which may function 
singly or be superimposed upon each 
other. 

10. Normal habits maintain nor- 
mal structural form; abnormal habits 
maintain abnormal structural form. 

11. The mechanical orthodontist 
may have the ability to move teeth 
but his success in retaining them, 
preventing a relapse, is not nearly so 
great as that of the orthodontist who 
not only is mechanical but also un- 
derstands the laws and principles of 
srowth and development. 

12. The orthodontist and the pa- 
tient can suffer no possible detrimen- 
tal effects by eliminating abnormal 
pressure habits. It is reasonable to 
eliminate (A) everything that ag- 
eravates malocclusion, (B) every- 
thing that nullifies the plan of ortho- 
dontic treatment, and (C) everything 
that is a potential factor in causing 
treated orthodontic cases to relapse. 

13. Prevention of malocclusion is 
a responsibility that must be ac- 
cepted by the family dentist as well 
as by the orthodontist. 

Adapted from American Journal of 
Orthodontics 38:586-587 (Aug.) 
1952. 


















Costs and Other Considerations 


in Operative AIRBRASIVE® TECHNIQUE 


R. J. COGGESHALL, D.D.S., Rochelle, Ill. 


DIGEST 

The author of this article kept 
a record of the expense of instal- 
lation and operating an Airdent® 
machine for the first nineteen 
months of continuous use in his 
dental office. These costs, as well 
as specific considerations con- 
cerning the application of the 
Airbrasive® technique, are pre- 
sented herein. 


Description of Technique 
The principles and mechanics of the 
Airbrasive machine are well under- 
stood. Briefly, the procedure is that 
of cutting tooth substance by the 
abrasion of fine particles directed in 
a small well-defined stream under 
pressure and at great speed which re- 
moves tooth structure at the point of 
contact. Differences in (1) the angu- 
lation of the cutting stream, (2) the 
distances traversed, and (3) in the 
amounts of pressure behind the 
stream permit a wide range in results. 
Knowledge of the basic principles in- 
volved and dexterity through practice 
are the chief requisites to the success- 
ful use of this technique. 

Operative Skill Perfected by Prac- 
tice—Because of the simplicity of the 
principles and mechanics, one day of 
concentrated competent instruction 
should be sufficient formal training. 
The operator can perfect his skill on 
his own time by using mounted teeth 
and starting with simple one-surface 
preparations. As the method for each 
type of cavity preparation is mastered 
with a reasonable degree of compe- 
tence, the technique indicated can be 
employed in the various types of cavi- 
ties in patients. 
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Saving Occasioned by Self-Train- 
ing—There is no substitute for care- 
ful and diligent practice on actual pa- 
tients and if the operator is doubtful 
of his ability, practice can be limited 
to teeth that are about to be extracted. 
One week of persistent application of 
this method on patients in the dental 
schools who are about to have extrac- 
tions would make the time of formal 
training required at present, worth- 
while. The method described, how- 
ever, should be sufficient and will save 
time and money that would otherwise 
be expended in taking the required 
course of training. Self-training will 
effect a saving of several hundred 
dollars which otherwise must be fig- 
ured in the original cost of installing 
the technique. 


Cost of Installation 

In addition to the educational cost 
there is a capital outlay of approxi- 
mately $1,800.00 There is also the 
expense of the initial months of re- 
duced efficiency in office production. 
It is estimated that $3,500.00 in time 
and capital outlay will enable an op- 
erator to equal his former degree of 
operative efficiency. For instance, 
three months of continuous office use, 
almost to the exclusion of the con- 
ventional handpiece, brought the 
author of this article up to his former 
productive level; from that time on 
it was possible to reduce the opera- 
tive time on each preparation. 

Training Period Varies—Differ- 
ences in the operating time of dentists 
make it impossible to evaluate the 
amount of practice time necessary. to 
attain maximum efficiency. It can be 
assumed, however, that a normally 





slow operator will be less conscious 
of the early period of inefficiency. 

Aids to Reduction of Operating 
Time—Employing a chair assistant 
greatly reduces operating time as the 
handpiece can be placed in the hand 
or taken away without thought or 
effort on the part of the operator. The 
rubber dam is seldom used nor is it 
necessary. 

Materials Used—Cotton rolls are 
used and in the case of interproximal 
preparations a piece of stainless steel 
matrix is placed between the teeth to 
protect the adjacent tooth from re- 
flected abrasive action. The complete 
cutting of outline form, paralleling of 
walls, and leveling of floors not in- 
volved with caries is done with the 
Airbrasive instrument. 


Relative Time Employed in 
Operative Procedures 

The actual cutting time for Class 
II cavities is two to three minutes. 
The outline form can be cut on Class 
III cavities in less than one minute. 
The cutting operation on as many 
as five Class III cavities can easily be 
accomplished in less than five 
minutes. 

Hand Instrument Employed—(1) 
The removal of caries, (2) the use of 
zinc phosphate and eugenol base 
where indicated, (3) the beveling of 
margins and the gingival floor are 
all operations done with hand instru- 
ments, except in the case of inlay 
preparations where a sandpaper disc 
is used on the proximal margins. 

Removal of Metallic Restorations 
—The operator should first test the 
cutting speed on the metallic sub- 
stance; if slow because of softness, he 
should resort to the rotary drill for 
its removal. As nearly as can be esti: 
mated, the use of the conventional 
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rotary instrument consumes less than 
5 per cent of the actual cutting time; 
in the majority of typical prepara- 
tions it is not necessary to use the 
rotary instrument. 

Rapid Techniques—Retention 
points for foil, silicates, acrylics, and 
amalgams are placed last; the time 
required for these procedures is neg- 
ligible as it is for retention points for 
pinledge inlays. Retention grooves for 
three-quarter crowns can be cut rap- 
idly and accurately. Crown prepara- 
tions are much slower and require 
more extensive use of rotary instru- 
ments although the preliminary re- 
moval of enamel for jacket crowns 
is rapidly accomplished. 


Cost of Materials Used 

In order to systematize the records 
kept for the purpose of determining 
the cost of materials consumed in 
operation, cavities were classified ac- 
cording to the surfaces involved in- 
asmuch as a single surface required 
about the same time, regardless of 
location. A Class III was either a (d) 
distal, or (m) mesial; a Class II was 
either a (mo) or a (do). Records 
were kept on the number of areas 
prepared during the use of each of 
30 tanks of the propellant gas (COz). 

Recorded—Records of 
used included mirrors, 
cotton rolls, the number of containers 
of abrasive, and Airdent nozzle tips. 
The numbers used were the follow- 


ing: 


Amounts 
materials 


5 Airdent nozzles 
12,000 cotton rolls 


19 Number 4 cans of cutting abra- 
sive 


Total Costs—Cost of the total sup- 


plies used, including CQOs, was 
$256.60. Cavity surfaces prepared 
totalled 5,660. This was an average 
of 182 surfaces per tank of gas. Op- 
erating cost in materials averaged 


$.045 per tooth surface. 


Operative Speed Increases 
with Practice 

In the author’s experience, the first 
two tanks of carbon dioxide permit- 
ted the completion of 103 and 121 
surfaces respectively; the number of 
surfaces per tank multiplied rapidly 
with experience and greater operator 
dexterity. 

Increasing the pressure to 100 
pounds per square inch and using a 
heavier abrasive mixture heightened 
the speed of cutting and apparently 
used less of the gas and the abrasive 
powder. 

Normal Efficiency Reached—lIn 
the author’s case normal operating 
efficiency was reached after the third 
month of continuous use; it was then 
possible to surpass previous produc- 
tive efficiency with the conventional 
handpiece. The use of local anesthesia 
was negligible compared to previous 
use. 

Difficulties Overcome—The records 
reported here were kept for the first 
nineteen months of continuous use in 
personal practice and refer only to 
cavity preparation. The period of 
transition from rotary to Airbrasive 
technique is the source of early dis- 
couragement for the operator because 
of the lack of skill in the beginning 
and the necessity for concentrated use 
of the eyes. Direct vision, which is so 
important, produces strain in body 
position. These conditions are over- 
come by practice; less tension is 
noted than that experienced when 
using the conventional method, which 
is sometimes resorted to when abso- 
lutely necessary. 


General Considerations 

1. The Airbrasive method does not 
readily cut active caries. This is a 
definite advantage because inadvert- 
ent exposure of the pulp is avoided. 

2. The temperature of the propel- 
lant gas is lower than body temper- 
ature and consequently produces pain 
in sensitive areas. The original shock 
of the lower temperature rapidly sub- 


sides, however, according to pati-nt 
reaction. 

3. The machine is not reacily 
moved from room to room but the 
author does not consider it objection. 
ably large and uses it in a fully equip. 
ped room measuring 8 feet by 10 feet. 

4. Use of rotary instruments is re- 
duced to a minimum and the tech- 
nique is favorably accepted by pa- 
tients who consider it much less pain- 
ful than the dental handpiece with 
its accompanying vibrations, sounds, 
pressure, and generated heat. 


Summary 

1. The application of the technique 
is relatively simple. Its successful use 
depends primarily upon the opera- 
tor’s determination to persist in the 
early transitional period rather than 
on postgraduate training. 

2. The required one to two-week 
course and capital outlay are major 
deterents from general acceptance by 
operators. 

3. The initial transitional period is 
taxing. Normal efficiency can be at- 
tained in a few months of practical 
application. 

4. Operating maintenance costs are 
low per unit of cavity preparation: 
namely, four and one-half cents per 
surface. 

5. The use of the rotary drill can 
be virtually eliminated in cavity prep- 
aration. 


Conclusion 

A clear understanding of what the 
equipment can do and a well-formu:- 
lated idea of the result desired, leaves 
only the problem of developing ade- 
quate skill. This qualification in- 
volves the personal potential and is 
possible to any operator with good 
vision, a steady hand, and the desire 
to acquire a technique capable of 
meeting the requirements of approved 
preparation form with a minimum of 
tension for operator and patient. 


Medical-Dental Building. 
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The TUBE IMPRESSION 


CHARLES JAY MILLER, D.D.S., Pittsburgh 


DIGEST 

This article presents a simple 
step-by-step technique for com- 
pleting one of the most important 
procedures in restorative dentis- 
iry, a method of making an ac- 
curate tube impression which has 
becn developed by the author. 


Important Step in 
Restorative Dentistry 

The tube impression is one of the 
most important steps of procedure in 
present-day restorative dentistry. The 
success or failure of an inlay, bridge, 
jacket crown, or abutment for a par- 
tial denture depends on a successful 
impression. A visit to any dental lab- 
oratory, however, where hundreds of 
dies that have been fabricated from 
tube carelessly taken 
without reference to method, makes 
it easy to understand many of the 
dental failures encountered in daily 
practice. 

Procedure Uncomplicated — The 
requirements for an accurate tube im- 
pression are (1) thoughtful planning, 
(2) devotion to the task, and (3) a 
definite step-by-step procedure. A 
working knowledge of dental mor- 
phology, histology, anatomy, and a 
thorough understanding of the sup- 
porting gingival structures are de- 
manded. 

Object of Precise Technique—One 
of the basic reasons for a precise 


impressions 


technique for the tube impression is 
that of preserving the attachment of 
the periodontal fibers. According to 
Tylman,! “the function of the perio- 


ee as 


; Tylman, S. D.: Theory and Practice of Crown 
and Briige Prosthesis, St. Louis, C. V. Mosby 
Compan, 1940, Chapter 23. 
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dontal membrane is such that it has 
been called the foundation of all re- 
storative dentistry.” Great care must 
be taken not to lacerate these delicate 
fibers and attachments. Beube” claims 
that reattachment is possible. Wheth- 
er or not this is true, it is advisable 
to avoid the possibility of trauma- 
tizing these tissues and fibers by em- 
ploying an exact technique. 


Procedure 

Selecting the Copper Band—The 
first step in the tube impression is 
that of selecting a copper band the 
proper size for the prepared tooth. If 
the band is too large, severe damage 
to the gingival tissues and an inac- 
curate impression will result; if it is 
too small, it will be impossible to 
secure an accurate impression of the 
preparation. 

Aid to Selection of Band—lIt is 
advisable to keep a supply of copper 
bands in a Moyco chest to facilitate 
Note that the numbered 
band fits its corresponding lug; the 
band should fit the prepared tooth in 
the same way with a certain amount 


selection. 


of frictional resistance. The correct 
size of band may be determined with 
a dentometer wire® fitted first to the 
tooth and then to its projection of 
the proper size on the box. Gillett 
and Irving* point out the dangers of 
using an unannealed band because of 
its springiness which may compress 
and distort the compound. By heat- 





2Beube, F. E.: A Radiographic and Histologic 
Study on Reattachment, J. Periodontology 23:158 
(July) 1952. 

3Brecker, S. C.: The Porcelain Jacket Crown, 
St. Louis, C. V. Mosby Company, 1951, Chapter 6. 

4Gillett, Henry W., and Irving, Albert John: 


Gold Inlay by the Indirect Method, D. Items In- 


terest, 53:419-420 (June) 1932. 





ing the band to a cherry red (Fig.1) 
and then plunging it into alcohol or 
water (Fig. 2) to preserve the bright 
copper color, the band becomes an- 
nealed and is rendered soft, ductile. 
and more easily handled. 

Improvised Instrument — Indis- 
pensable in this type of work is a 
modified Backhaus towel clamp, sug- 
gested by I. Franklin Miller. It is 
modified by grinding off the ratchet 
and adjusting the points so that they 
overlap. 


Tube Impression Technique 

1. A hole is punched with the 
Backhaus clamp to indicate the labial 
or buccal surface and near the occlu- 
sal or incisal third (Fig. 3). 

2. Place the annealed band upon 
the tooth and trim and festoon the 
gingival border to correspond with 
the gingival margin (Fig. 4). File 
the festooned edge so as not to lacer- 
ate the delicate gingival tissue when 
repositioning the band (Fig. 5). 

3. Fill the band with 


softened 


bench or carding wax and take the 











1, Annealing copper band. Heat to 
cherry red. 
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2. Quenching band in water or al- 
cohol. 





preliminary impression (Fig. 6a). 
This will serve to reveal any under- 
cuts or flaws in the preparation and 
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3. Punching labial or buccal hole 
with towel clamp. 


4. Gross festooning of band. 
5. Filing burs or rough edges. 


6. (a) Preliminary impression. (6b) 
Close-up showing overextension. 
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7. Use of dry heat for softening the 
compound, 


—————— 





enable the operator to festoon the F 
band with extreme accuracy as shown 
in Figure 6b. 
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8. Method of seating the compound; loaded band. 


9, Chilling the impression. 











10, Method of removal of the maxillary tube impression. 


11. Method of removal of the mandibular tube impression. 





4. Melt out the soft wax and burn 
| out any remaining wax; the band is 
now ready for the final impression. 
| Method for Use of Compound—1. 
| Tracing stick compound is the most 
) convenient form to use. This should 
be a high fusing compound that will 
| fracture readily if undercuts are pres- 
) ent. The compound may be softened 
| in hot water or in an open flame (Fig. 
| 7). The open flame method is more 
| desirable as it prevents the band from 
pulling away from the compound. 
Lubricate the fingers with vaseline to 
protect them from the heat of the 

flame. 


2. Lubricate the tooth thoroughly 
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with a good die lubricant; apply the 
lubricant lightly but with a burnish- 
ing method to remove all shavings 
and tooth debris. 

3. Fill the band with softened com- 
pound, carry to the tooth, and care- 
fully place the band in position by 
placing the fingernails on the peri- 
phery of the band (Fig. 8), and car- 
rying the band to place. 

4. As soon as the band can be felt 
over the shoulder or margin of the 
preparation, compress the extruded 
compound into the band with the ball 
of the index finger, taking care not to 
push the band any farther gingivally. 

5. After the compound has begun 


to harden, chill with cold tap water 
for thirty seconds and allow another 
thirty seconds for the compound to 
harden completely (Fig. 9). 

Removing the Band—The band is 
removed with one straight, definite 
pull. Do not tease or try to remove 
the band in any other way; the only 
result of this will be a distorted im- 
pression. 

Removing the Impression—The 
most satisfactory way to remove the 
impression is illustrated in Figures 
10 and 11. After removing the im- 
pression, examine it carefully; if sat- 
isfactory it can now be used to pro- 
duce an accurate copper-plated die. 


Medical Arts Building. 
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Tightening a Mandrel 
Bernard A. Widen, D.D.S., Chicago 


I. Bend the shank of the removable portion of the mandrel to 
tighten and thus to hold the sandpaper disc more securely. 


A Darkroom Aid 
Everett T. Nealey, D.D.S., Exeter, N.H. 


2. Paint the top edges of the developing tank white so the out- 
line will show up better under the safe light. 


Hydrocolloid Impressicn Packings 


D. R. Daniels, D.D.S., Gilmer, Texas 


Bs To secure more accurate impressions oi tooth preparations 
when using the hydrocolloid technique, slip a rubber orthodontia 
band around the neck of the tooth to force the tissue away from 
the margins of the preparations. Remove the rubber band immedi: 
ately before the injection of the hydrocolloid. 


READERS are Urged to Collect $10.00 


For every practical clinical or laboratory suggestion that 
is usable, DENTAL Dicest will pay $10.00 on publica 
tion. 

You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will make 
suitable illustrations; write a brief description of the 
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SUGGESTIONS 


A Suture Technique 
Stanley C. Chun, D.D.S., Sacramento, Calif. 


4. A modified mattress suture is used to approximate the edg2s 
of extraction wounds and to retain a dressing. The needle is in- 
serted at the mesiobuccal margin of the wound, then crossed to 
the distolingual, reinserted in the mesiolingual, and crossed and 
brought out on the distobuccal margin. The ends are then tied 
in the usual manner. 


Acrylic Coping for Full Crown Preparation 
Samuel! Bogdonoff, D.D.S., Washington, D.C. 


Ss After taking a band impression of the full crown preparation, 
select a suitable resin crown form and drill a hole in the form. 
Lubricate the tooth. Fill the resin form with self-curing acrylic 
and carry to place on the preparation. Some of the acrylic will be 
forced through the hole in the crown form to act as retention in 
the plaster impression. The metal die is fitted in the acrylic 
impression. 


Construction of a Full Cast Crown 
Kenneth Clond, D.D.S., Muskogee, Okla. 


G. Take a full alginate impression. Prepare the tooth for the 
crown. Coat the preparation with light oil. Fill the alginate im- 
pression of the tooth that has been prepared with a self-curirg 
acrylic. Reseat the full alginate impression and hold in place for 
ten minutes. Remove the plastic crown from the alginate impres- 
sion and cast in gold. The crown produced is an exact reproduc- 
tion of the original tooth. 


technique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
Turn to page 184 for a convenient form to use. 

Send your ideas to: Clinical and Laboratory Sugges- 
tions Editor, DENTAL Dicest, 708 Church Street, Evans- 
ton, illinois. 
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WITH THE possible exception of fluoridation of 
community water supplies as an adjunct to caries 
control, no subject is as controversial in dental cir- 
cles as is the theory of focal infection. Both the 
antiquarians and the modernists can cite example 
after example to prove their points of view. The 
medical historian presents evidence that a 2600- 
year-old letter addressed to a king of Assyria 
proves that 600 years before Christ medical men 
were aware of relationships between local and gen- 
eral disease.’ 

Here is one of the translations made from the 
fragments of the cuneiform tablets of Assyria: 

** . . . Replying to what the king my lord wrote 
me, ‘Send (me) your true diagnosis.’ I have given 
(my) diagnosis to the king my lord (in one word): 
‘Inflammation!’ He whose head, hands and feet aré 
inflamed, owes his state to his teeth: his teeth should 
be extracted. On this account (his) insides are in- 
flamed. The pain will presently subside (the condi- 
tion) will be most satisfactory.” 

Coming down to the past century, Koecker’ in 
1843 wrote: ) 

“During a practice of upwards of thirty years I 
have been more and more convinced of the various 
and powerful injurious influence and morbid effects 
which the disorders.of the.teeth and their adjacent 
parts exert over the whole animal economy, and I 
have in all my writing on Dental Surgery, as well 
as in my practice, endeavored to prove this fact so 
‘important to mankind, but still I have to lament 
that it is not yet sufficiently known.” 

The modern concept of focal infection of dental 
origin owes its impact to an English physician, 
William Hunter, and to an American physician, 
Frank Billings. The years were 1910-1912. Hunter® 
expressed himself on the subject with more dramatic 
vigor than with scientific objectivity: 

“No one has more reason to appreciate the 
ghastly tragedies of oral sepsis which his [the 
dentist’s] misplaced ingenuity so often carries in 
its train. Gold fillings, gold caps, gold bridges, gold 
crowns, fixed dentures built in on and around dis- 
eased teeth; form a veritable mausoleum of gold 


, 1Golis-Cohen, Myer: Relationship Between -Local and General Diseases, 
Bull. Hist. Med. 26:526 (Nov.-Dec.) 1952. 


*Ibid., page 527. 


8Coleman, George H.- Present Status of Concept of Focal Infection, 
JAMA 151:281 (Jan. 24) 1953. 


4Tbid., page 282. 
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ne 


over a mass of sepsis to which there is no parailel 
in the whole realm of medicine or surgery.” 

The greater share of the emphasis forty years 
ago, as well as today, has been on the diseased 
pulpal and periapical tissue as focal areas of in- 
fection. A few courageous dentists and an incon- 
sequential number of physicians have tried to be 
heard when they pointed out that the supporting 
soft and hard tissues are also subject to the laws 
of inflammation and infection and should be con- 
sidered as possible foci of infection. 

It is encouraging, therefore, to find an outstand- 
ing physician and a former associate of Frank 
Billings writing on the subject of focal infection 
and recognizing that supporting tissue lesions must 
be considered when an evaluation of focal infection 
is being made. 

This physician, Coleman,’ writes: 

“Gingival and periodontal lesions are now re- 
garded as a manifestation of both local and systemic 
disorders. They represent a borderline region that 
has been almost entirely neglected by physicians 
and given very little attention by the average den- 
tist. Lesions of this type should be suspected and 
searched for. Klock and Kovnat are of the opinion 
that the cooperation of physician and dentist in the 
recognition and treatment of gingival disease will 
aid in the eradication of many systemic ailments... 
Today the emphasis is no longer on microorganisms 
and on drugs and vaccines to counteract them, but 
on oral hygiene. Cleanliness and freedom from ir- 
ritation of the periodontal structures, maximum 
local vigor of these tissues, and optimal general 
health and nutrition of the individual as a whole 
are the principal measures to this end.” 

Unlike some dentists and physicians who have 
in recent years renounced and ignored the concept 
of focal infection, Doctor Coleman states with com- 
mendable directness: “‘After much controversy and 
as a consequence of continued research a clinical 
study by physicians, dentists, and other scientists, 
the concept of focal infection has become an ac- 
cepted principle in the practice of medicine and 
dentistry.” We might add with the same kind of 
vigor that any dentist or physician who ignores this 
principle of pathology in his practice should be 
suspected of gross incompetence and colossal bio- 
logic ignorance. 
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New 
Tuberculosis Cure 


s 


Once again a new drug has been an- 


66 


nounced to the public as a “new 
cure.” This time it is the drug, iso- 
nicotinic acid, which is being advo- 
cated for treatment in tuberculosis. 

It is difficult to answer questions 
that patients might ask because so 
little has appeared in medical litera- 
ture about this drug. 

Recently several drug companies 
compared notes and found that they 
had all been concentrating on the 
same drug—one that has been avail- 
able for a long time. It was noted that 
the drug will stop the growth of 
tubercle bacilli in the test tube. Theo- 
retically, then, it should be the cure 
that medicine has desired so long. 
However, the numerous problems en- 
| countered in the use of the drug in 
human beings have not been solved. 

It is known that the preparation is 
easy to take. It has caused no serious 
: toxic effects. Good results have been 
observed but no rapid and miracu- 
lous cures. Isonicotinic acid however 
seems to be helpful in combating the 
disease. The largest group of cases, 
treated zt the Sea View Hospital on 
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Staten Island, has been under obser- 
vation for only a few months. This 
is too short a time for the appraisal 
of treatment for an extremely chronic 
disease. 

The action of the drug appears to 
be brief. Therefore, the plan at pres- 
ent is to use it with streptomycin. It 
is hoped that the drug will be better 
than PAS, which up to now has been 
used with streptomycin. It is obvious 
that the drug is much more comfort- 
able to take than is PAS, which many 
patients have been refusing to take. 
A great advantage of giving isonico- 
tinic acid with streptomycin is that 


the dosage of the antibiotic can be so 
low that treatment can be kept up for 
a year and more without injury to 
the ears, 

The new drug has to be approved 
by the Food and Drug Administra- 
tion before it can be prescribed by 
physicians everywhere. In the mean- 
time doctors will have to refute the 
idea prevalent among patients that 
they can now refuse collapse therapy 
and go right back to work. : 





Alvarez, Walter C.: Tuberculosis 
“Cure,” Time Needed for Appraisal, 
Mod. Med. 20:69-70 (April 1) 1952. 
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The Diabetic Diet 


Some clinicians are prescribing a 
more liberal regimen in the control 
of diabetic patients. Dependence on 
urine examinations for control is not 
the ideal method whether the patient 
is taking insulin or is merely on a 
diet. Little specific information is 
gained in evaluating any particular 
blood sugar level. The significant fac- 
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tor is determination of how many 
hours out of twenty-four the level is 
normal. 

Even a healthy person has some 
postprandial hyperglycemia which is 
physiologic and of short duration. It 
usually lasts one and one-half to two 
hours after meals, up to 25 per cent 
of each twenty-four hours. This is the 
criterion for evaluating diabetic con- 
trol. 

If a diabetic patient is hypergly- 


cemic 25 to 30 per cent of each day, 


control is satisfactory. If the high 
glucose concentration lasts 50 per 
cent of the day, readjustment of the 
insulin dosage is necessary. The prac. 
tical reason for making three blood 
sugar tests a day, one before each 
meal, is to ascertain if the blood. 
stream is clear of excess sugar before 
the next meal. 

Diabetes can be well controlled 
with a liberal diet. Such regulation 
eliminates the feeling of sacrifices and 
consequent psychologic stress, _per- 
mitting greater happiness 
achievement. 

A patient can eat whatever is served 
the rest of the family if he does not 
take sugar, pastry, and soft drinks, 
Also he must restrict his bread to two 
slices or less a meal, omit bread if he 
eats potatoes, and for dessert use 
fresh or canned fruit without sugar 
or cheese and crackers. 

The diabetic patient must eat with 
moderation and watch his weight. If 
he gains he must cut down on eating. 
Once a week a helping of ordinary 
ice cream without sauce helps to sat- 
isfy the craving for sweets. 

Such a dietary routine is simple. 
and the patient no longer feels dif. 
ferent from the rest of the family. He 
eats what they do but learns modera- 
tion. 

The patient should not think con- 
stantly about the things he-is not sup- 
posed to eat. Such thoughts create a 
tremendous craving for the forbidden 
food which sooner or later leads the 
patient to break restrictions. The psy- 
chologic aspect of this thought pat- 
tern is too important to disregard. 


and 


John, Henry J.: Liberal Diets for 
Diabetic Patients, Ann. Int. Med. 
35:1318-1328 (December) 1951. 


Irradiation 
Dermatitis 
of the Hands 


Physicians, dentists, and radiation 
technicians are among the patients 
with irradiation dermatitis. Careless: 
ness and disregard of known precau: 
tionary measures are all too often re 
sponsible for irradiation burns among 
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The supply of volume three of Clinics On Paper is dimin- 
ishing rapidly. There are approximately 500 copies avail- 
able to the first 500 dentists who respond to this adver- 
tisement. There will be no reprint of this volume so you 
will want to be certain of obtaining your copy now. 
Volume four, when available, will contain 100 different 
suggestions. 


The 100 practical technical suggestions in volume three 
can well be worth more to you than its small price—only 
$1.00 to regular subscribers to Dental Digest and $2.00 
to non-subscribers. 


Special combination offer available to 
non-subscribers 


lf you are not receiving Dental Digest regularly we recom- 
mend the special combination offer of eight issues and volume 
three of Clinics On Paper. The price is only $3.00 and a better 


investment in practical and scientific dental literature for use in 
your practice could not be made. 


Be sure to get one of the 500 copies 


After our supply of volumes one and two was depleted we had 
many requests from interested dentists who wanted to obtain 
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copies. Neither volume could be reprinted because of the great 
expense. 


If you haven’t volume three in your office now why not be certain 
of obtaining a copy by sending in your order immediately. The 
coupon is for your convenience and prompt shipment is assured. 
Once you have volume three we feel you will be a good prospect 
for volume four which will be announced within the next six 
months, possibly before. 


DENTAL DIGEST, 1005 Liberty Avenue, Pittsburgh 22, Pa. 


(_] Here is $1.00 for a copy of volume three of CLINICS 
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persons who work with x-ray ma- 
chines or radioactive material. 

In most instances, the lesion results 
from repeated minimal exposures. 
The occasional roentgenologist, the 
busy general surgeon, or the general 
practitioner who uses a machine in 
his practice frequently neglects to 
take the required precautions. A 
doctor often knowingly exposes him- 
self to irradiation during diagnostic 
fluoroscopy, or while setting fractures 
or looking for foreign bodies. 

The most important aspect of ir- 
radiation dermatitis is prevention. 


Few of the patients with radionecro- 
sis of the hands have had conditions 
necessitating radiation: Since the skin 
of the hands is particularly sensitive 
to exposure, and chronic and recur- 
ring skin diseases are rarely cured by 
roentgen-ray treatment, the use of ir- 
radiation in such cases is illogical. 
Tumors and infections of the hands 
are also best treated by other means. 

Patients with chronic skin dis- 
orders are also commonly subjected 
to repeated small doses of irradiation. 
If such persons remain under the 
care of a single dermatologist, the 


danger is slight. However, another 
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physician who has no knowled ze of 
the patient’s previous therapy is often 
consulted after a recurrence and ad. 
ditional roentgen treatment may be 
given. 

At times, a patient’s hand is jp. 
jured during a relatively short period 
of time, as from improperly working 
X-ray apparatus or during fiuoros. 
copy. Other patients have radione. 
crosis from destructive irradiation, 
Sometimes a malignant tumor is de. 
stroyed and replaced by a dermatitis 
which may itself be cancerous. The § | 
use of roentgen rays for depilatory J 
purposes or for treating infection 
may cause radiation dermatitis. 

Pathologically, the condition re. § 
sembles an acute burn. However, the 
chronic changes are distinctive. The 
irradiation interferes with the cutan- 
eous blood supply, making the skin 
dry and inelastic, and exerts a car. 
cinogenic effect of the epithelial cells. § 
Ulceration, chronic infection, and 
carcinoma may ensue. 

The treatment of chronic irradia- 
tion dermatitis on the hand consists [| 
of excision of the damaged skin. Ii 
the condition is allowed to progress 
infection becomes firmly established 
ulcerating and frequently malignan 
lesions develop. 

The carcinomas which develop in 
cases of irradiation dermatitis are 
almost always the low-grade squam: 
ous cell type. Local excision is usual: 
ly adequate. If the subcutaneous tis 
sues and bone are involved, amputa 
tion of the affected part is necessary. 
Without palpable nodes, lymph node 


dissection is probably not required. 











Mason, Michael L.: Irradiation 
Dermatitis of the Hands, Am. Sur 
geon 17:1121-1131 (December! 
1951. 
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e Pain in the Aged 
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Of all presenting symptoms pail 
is the chief reason for seeking met! 
ical advice. Often the factors assoc! 
ated with pain are baffling and dit 
couraging. 

Many of the pain-producing de 
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rangements to which human flesh is 
heir can be neither abolished nor 
evaded. The sole value of pain lies in 
warning the subject of harmful in- 
trinsic or extrinsic factors threaten- 
ing his comfort and well-being. Un- 
fortunately, pain often continues long 
after this function is accomplished. 
Qnce its protective purpose is ex- 
ceeded pain may become definitely 
destructive. 

In dealing with pain the problem 
is to determine its origin and to re- 
move its cause. If removal of the 
cause is not immediately possible 
temporary relief must be instituted 
until control of the cause is accom- 
plished. The etiology may be un- 
known or an accurate diagnosis may 
reveal that the immediate or even re- 
mote removal of the causative factors 
may be impossible. This demands 
that the pain be subdued. 

The use of analgesic and hypnotic 
drugs is logical and justifiable within 
reason but there is danger that pro- 
longed use may burden the patient 
with an additional affliction. Drug 
dependence may obscure the real dis- 
ease further by diminishing the pa- 
tient’s awareness or by his acquired 
preference for addiction. 

The conquest of pain is essentially 
the same in all age groups with one 
possible exception. The outlook of 
the geriatric patient may be such that 
surgical relief is refused when possi- 
ble, or his physical status may pre- 
sent a risk sufficiently serious to pre- 
clude operation. Trigeminal neural- 
gia, more frequent in older persons, 
is a case in point. Its recurrent ex- 
cruciating attacks can be alleviated 
by gasserian ganglionectomy. How- 
ever, if surgery is not elected, excel- 
lent control is possible by blocking 
the ganglion or any of the offending 
branches with procaine-alcohol. Peri- 
odic reblocking is usually required, 
with intervals of several months of 
complete relief from pain. Blocking 
the nerve itself is more satisfactory 
than local injection of the hyperal- 
gesic point which may effect only 
temporary relief. 

Any number of conditions may 
cause severe pain in the elderly. Many 
of the conditions are chronic. There- 
fore, the pain may be continuous. 
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Several types of nerve block have 
been employed to relieve pain in 
many of these conditions. There is a 
high percentage of success when good 
judgment and surgical skill are avail- 
able. 

Patients doomed to suffer from in- 
operable malignancy deserve great 
consideration. Unfortunately, this is 
an extremely difficult group to treat 
with nerve block therapy. The real 
and not always surmountable prob- 
lems are: (1) extensive involvement, 
(2) metastases, (3) difficulty of pain 
localization, (4) anatomic distor- 


tions, and (5) the attempt at a chem- 
ical destruction of sensory nerve 
fibers without disturbance of motor 
function. 

Involvement of sensory areas of 
the head, neck, and extremities may 
often be attacked successfully. Chest 
pains respond less favorably, but 
some degree of relief is possible in 
most cases. Pain from neoplasms in 
the abdominal areas is not always 
amenable to relief, although pain 
from pelvic disease can be attacked 
if the affected area is not too exten- 
sive. 








KODACHROME 


SLIDES 


available 





ee ee SS 
Sixteen of the charts in the series Visual Educa- 


tion in Dentistry are available in kodachrome 
slide form. The size is the usual 2” x 2” and the 


slides fit any standard projector. 


The titles of the slides are given in the box to 
the right. The slides are reproductions of sixteen 
of the most popular charts in Visual Education 
- in Dentistry. Many dentists have been using the 
complete booklet in their practices for quite a 
few years and total sales now are approximately 


110,000. 


You will find the kodachrome slides most effec- 
tive for use at the chair, in explaining dental 
conditions to patients. The series is also ex- 12. 
tremely valuable to dental societies, dental in- 


structors, and clinicians. 


The price is only $16 and this includes appro- 


























Titles of Slides 


. Dental Conditions 

. The Progress of Tooth Decay 

Pyorrhea Treated or Neg- 

lected 

. What Does An X-Ray Show? 

“Things Are Not Always 

What They Seem.. ” 

. The Requirements of a Cor- 

rect Restoration 

. Insulation 

. How Irregularities of the 
Teeth Affect the Face 

. How the Loss of Teeth Af- 
fects the Face 

10. The Collapsed Face 

11. The Action of Local Anes- 

thesia 

Why Construct a Bridge? 

18. The Danger From the Im- 

pacted Tooth 

14. The Circulation of the Blood 

15. “One Rotten Apple Can 

Spoil a Bushel’’ 
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: : : 16. “A Little Neglect May 
priate lecture material. The coupon is for your Breed Mischief” 
convenience. 
Ce ee, ee ee ee 


and lecture material promptly. 
C] Bill my dealer. 

Address 
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Dental Digest, 1005 Liberty Ave., Pittsburgh 22, Pa. 
[] Here is my check in amount of $16. Please send the 16 kodachrome slides 

















Burdick, Donald L.: Thera:eutic 
Nerve Block in Pain Syndrome »} the 
Aged, Geriatrics 7:93-98 (March. 
April) 1952. 





Sigmoidoscopy— 
Value 


R 


A 


Physicians and cancer prevention cli- 
nics examine an increasing number 
of persons each year. These yearly 
examinations provide an opportunity 
for-a thorough investigation of the 
patient. Occasionally the examination 
reveals unsuspected conditions which 
have produced no symptoms as yet. 

No such examination can be con- 
sidered complete without sigmoidos- 
copy. Unfortunately, not all cancer 
detection centers perform sigmoido- 
scopies routinely. Yet the procedure to 
examine the rectum and lower bowel 
is just as important as any of the 
other examinations. The lower bowel 
is said to be ignored in routine physi- 
cal examinations more frequently 
than any other easily accessible region 
of the body. 

The need for sigmoidoscopy is es- 
pecially evident when one realizes 
that carcinoma of the large intestine 
is the second most frequent malig- 
nancy in males and the fourth most 
frequent in females. About 80 per 
cent of intestinal cancers occur in the 
rectum or sigmoid and 90 per cent 
of these are visible by the sigmoido- 
scope. 

In many tumors, especially in the 
lower rectal segment, barium enema 
roentgenograms are often unreveal- 
ing and misleading. It is unfortunate 
that many physicians rely mainly on 
radiography in order to find or ex- 
clude lesions of the lower bowel. 

Most cancerphobic or nervous pa- 
tients are grateful to the doctor for 
a sigmoidoscopy, especially when he 











can report no abnormality. Thus the 
physician’s attitude is most important. 
As he perfects himself in the tech- | 
nique, he learns that sigmoidoscopy 
can be done in a relatively short time. 
and with hardly any discomfort to the 
patient. His reluctance to suggest the 
examination will diminish once hef 
sees how much information is ob- 
DENTAL DIGEST 
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tained. It is possible to detect unsus- 
pected sources of bleeding such as 
(1) polyps, (2) hemorrhoids, (3) 
ulcerative colitis, and (4) malignan- 
cies. Also painful or annoying condi- 
tions as (1) fissures, (2) fistulas, (3) 
anal sinuses, (4) hypertrophied pa- 
pillae, and (5) cryptitis can be treat- 
ed to better advantage. 

About 20 per cent of persons 60 
or older have adenomas of the large 
bowel. Many observers believe that 
cancer of the bowel often develops on 
the basis of adenomas. Thus, about 
one out of every ten patients exam- 
ined routinely by sigmoidoscopy has 
premalignant lesions. One cannot 
stress too much the importance of 
removing adenomas of the lower 
bowel as a safe and certain means of 
preventing carcinoma. 





Cornell, Albert: Value of Routine 
Sigmoidoscopy, Modern Med. 20:78 
(May 15) 1952. 


Bone Grafts 


In orthopedic surgery preserved 
bone grafts should not be considered 
as universal substitutes for autogen- 
ous material but only as useful aids. 
In general, the use of bone bank 
grafts should be reserved for circum- 
stances in which autogenous bone is 
not feasible or advisable. 

Four general conditions warrant 
the use of bone bank grafts: (1) 
When the available supply of auto- 
genous bone does not fulfill the par- 
ticular requirements. (2) When the 
laking of an autogenous graft has not 
been planned or will materially in- 
crease the hazard of the operative 
procedure. (3) When the graft might 
be lost because of infection. (4) 
When the bank bone is used as an 
internal splint and the condition does 
not justify the taking of an autogon- 
ous graft. 

With merthiolate-preserved bone 
the process of fixation and replace- 
ment is definitely slower than with 
autogerus pieces. This entails pro- 


| longed protection and a higher per- 


centage of failures. Probably some of 
the cells of the autogenous graft are 
capable of survival and accelerate 
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NEW OPPORTUNITIES 


in DENTISTRY 
for CHILDREN 





Rae | By treating more children you 


realize income from a vast new market 
and you perform a vital health service. 


It has been estimated that 244,000,000 fillings are required to 
restore mouth health to American children of 6 to 18...and that 
33,000,000 fillings are needed each year to fill new cavities. And 
America’s increasing birth rate will continue to increase! Caring for 
children is a super-human task for 80,000 dentists who serve millions 
of adults. 

While many child dental problems demand the attention of spe- 
cialists, the main load must be carried by the remainder of the profes- 
sion. Today’s dentists need new techniques for quicker and more 
efficient operation. Tru-Form Primary Crowns meet these requirements. 
They make possible economical care for the children needing your help. 

Rocky Mountain’s preformed crowns have proved very successful 
in restoring carious areas in primary teeth. They can be placed in one 
sitting with an absolute minimum of pain. As Tru-Chrome is extremely 
strong and will not tarnish, both doctor and parent are proud of the 
durable, attractive restoration that will play a key role in the child’s 
present anc future dental health. 

In ad dition to the new Tru-Form Primary Crowns Rocky Mountain 
manufactures several other specialties designed specifically for child 
dental problems. These innovations, like anything fine in the profession, 
require understanding and careful operating technics. For information 
contact your dealer or check the technic literature desired and mail 








the coupon. 
TRU-FORM CROWNG................ 53 UNITS, 30c each 
SPACE MAINTAINERS.............. 6 SIZES, 75¢ dozen 


PLEASE ORDER FROM YOUR DEALER 








Send FREE folders checked. Dr. 





ROCKY MOUNTAIN METAL PRODUCTS CO. 
P. O. BOX 1887, DENVER 1, COLO. 





[-] Tru-Form Primary Crowns 





[_] Tru-Chrome Space Maintainers 
[-] Tru-Form Permanent Anterior 


address 





Crowns for Fractures 


city zone state 





union when host capillaries reach the 
graft. The merthiolate bone bank is 
an extremely satisfactory method of 
preserving bone. It is more economi- 
cal than conservation by freezing. 

Ribs from thoracotomies and thor- 
acoplasties, and bone from clean am- 
putations and selected autopsies are 
surgically debrided in the operating 
room and cut into convenient shapes. 
The bone is then placed in a sterile 
jar and covered with a 1:1,000 solu- 
tion of aqueous merthiolate. 

The jar is sealed and stored in an 
ordinary icebox or cabinet. The solu- 


tion is changed every two weeks. The 
bone is briefly washed in sterile saline 
solution before use. 

All types of bone give better results 
if only small or moderate quantities 
are used. Homegenous grafts should 
never be used in the treatment of 
major nonunion unless autogenous 
bone cannot be procured. Very few 
such grafts unite solidly and then 
only after a prolonged period. 

Malignant degeneration of a tumor, 
continued activity of a bone cyst or 
infection will prevent solid fusion of 
a homogenous bore graft. On the 
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s A thin coating that 
| occupies practically 
“no X space yet forms 
PEAT el ic joint that 
| protects and protects 





COPALITE protects the dentine 
under fillings, inlays, crowns, etc. Fills 
and seals the tubuli, yet occupies 
practically NO space. Insulates against 
thermal and electrical shock, 
provides a strong bond between dentine 
and enamel. Has MANY OTHER | 
desirable advantages. Use Copalite 
with confidence within cavities 
prepared for abutments, under 
silicates, amalgam, jackets or 
casting alloys of any kind. 
A package sufficient 
for 500 applications 
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dentistry HARRY J. BOSWORTH CO. 


216 W. Jackson Bivd., Chicago 6, lil. 








Others Have Tried 
BS POLISHERS 
Why Not You? 


Many dentists have sent in the coupon 
below and found out why BS Polishers 
are preferred over many others. They can 
readily understand why this soft, flexible 
rubber polisher makes a patient feel safe 
and comfortable, also why it is easy for 
it to clean and polish every tooth to a 
lustre brightness. Why don’t you find 
out these facts for yourself? Send the 
coupon in now! 





BS POLISHERS 


ARE SMALLER AND MORE 
CONVENIENT TO USE 





Young Dental Mfg. Co. 
St. Louis 8, Mo. 
Gentlemen : 


Without any obligation send us one of 
your BS POLISHERS—ABSOLUTELY 
FREE. 
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other hand, homogenous grafts are 
rapidly incorporated with solid union 
in certain fresh fractures where extra 
bone appears useful as a splint. 





Reynolds, Fred C.; Oliver, David 
R.; and Ramsey, Robert: Clinical 
Evaluation of the Merthiolate Bone 
Bank and Homogenous Bone Grafts, 
J. Bone & Joint Surg. 33-A:873-883 
(December) 1951. 
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Just Peanuts! 

An enterprising businessman added 
salt to roasted peanuts while they 
were still in the shell. He built him- 
self a quick and, I presume, profitable 
business. The product satisfied the 
desire of many people who like to eat 
their peanuts with the pleasant 
champing accompaniment of crack- 
ling shells. It also satisfied the taste 
of the regular salted peanut addicts. 

How well is the new product sell- 
ing? I have no marketing report fig- 
ures and I have had no direct word 
from the people in this new industry. 
My guess, however, built on fragmen- 
tary research, would suggest that the 
business may be falling off. This 
opinion is based on what I would con- 
sider to be a reduction in the quality 
of the product. The newer peanuts 
are smaller, are not roasted as crisp- 
ly, the salt seems to have lost its pun- 
gency. It could be that this wide- 
sweeping generalization is being 
made from one poor batch of the 
product or it could be made on a day 
when this investigator’s gustatory 
equipment was slightly out of com- 
mission. 

Suppose, though, that the salt-in- 
the-shell peanut has lost some of its 
quality. The question is: does this 
represent a trend that frequently fol- 
lows commercial success? I believe 
that it does. When a person pioneers 
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CLINICAL AND LABORATO::Y 
SUGGESTIONS 
(See pages 174 and 175) 






Form to be Used by Contributors 
To: Clinical and Laboratory Sug. 
gestions Editor 


DENTAL DIGEST 
708 Church Street 


Evanston, IIlinois 


From: 











Subject: 








Explanation of Procedure: 














Suggestions submitted cannot be 
acknowledged or returned. 







$10 will be paid on publication for 
each suggestion that is used. 
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to develop something, whether a salt- 
ed peanut in the shell or a denture 
technique, he is inclined to pour a 
generous amount of his energy into 
the product during the time when he 
is struggling for its acceptance. He 
realizes that inertia, indifference, and 
hostility must be overcome to have 
his idea or product accepted. People 
are generally against anything that is 
new, and if not actually against, they 
are skeptical. People have to be sold 
on new things. They must be con- 
vinced that the new product or tech- 
nique is better, much better, than 
anything that they had before. And 
with being much better they must bé 
convinced that the new things give 
them more, much more, for their 
money. The result is that with new 
things the consumer often does re- 
ceive a better product and does get 
more value for his money. 

When success comes, particularly 
spectacular success, the human tend- 
ency is to develop self-satisfaction or 
a self-softening. Salted-in-the-shell 
peanut producers are not the only 
ones to show these signs. I have 
known dentists to behave the same 
way. When they were struggling to 
establish a practice, they were under- 
standing and accomodating. They 
worked hard and made an honest ef- 
fort to produce the best possible serv- 
ices. Their fees were fair. When 
patronage increased a good many of 
these fellows took on an aura of ar- 
rogancy; I-am-a-hard-guy-to-get-an- 
appointment with attitude. They 
dropped their pretty mask of human 
understanding. They became indiffer- 
ent to their appointment schedules 
and careless in their technical and 
professional procedures. They let 
their fees fly out of bounds. 

Not every dentist finds it hard to 
tolerate success. Nor does every busi- 
nessman. Some people accept good 
fortune graciously. The ones who are 
not geared to stand success behave in 
a characteristic pattern when the tide 
begins to run against them. They 
blame the fickle public for the reces- 
sions of fortune. They blame the 
methoc’s of their competitors. They 
look everywhere for the scapegoat to 
use to rationalize their failures. That 
is, they look everywhere except the 
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Amco-Kacts 


Nearly everyone is satisfied that P.F. and Amco Cement are adhesive, 
form a structural bond to tooth without undercuts—but, inquiries are 


flooding us as to why P.F. is so hard—even dulls burs. The reason is:— 





Molectite!—Molectite is a material developed at Amco—so reactive 
that less than 112% is used in P.F.—yet P.F. is hard enough to out- 


wear amalgam—dull the finest steel bur. 


Molectite is also an important part of DIALON—Amco's new enamel- 
like jacket crown and bridge material—based on the now famous 
P.F. formula. Dialon is check-proof, craze-proof. 


P.F. is made to match posterior tooth color. The most used shade 
is OT (Occlusal Transparent) for occlusals—MOs, DOs, and MODs. 
Modify OT with OW or OG as the case demands. 


Gingival shades are self-explanatory—Gingival Light, Medium, Dark. 


For those who prefer a guide—(and who doesn’‘t?)—reference is 
made to a popular and most excellent shade guide manufactured 


by The S. S. White Co. Comparative shades are as follows: 





P.F. GL GM GD Ow OG OT 








Remember, P.F. is unconditionally recommended for all posterior 


fillings. May be used to advantage anteriorly in many cases. 


Amco Cement—also used industrially as an adhesive—will cement 


your finest inlays, crowns, jackets, permanently. Amco Cement is 
insoluble. 
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M C0 809-11 N. NINETEENTH ST., PHILADELPHIA, PA. 
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The therapeutic value of vascular stimulation of the gingivae has 
long been taught in dental colleges and recognized by periodontal 
specialists, However, prior to the introduction of the Vasculator, fric- 
tional irritation was a serious handicap to vascular stimulation through 


gum massage. 


Now, you or your hygienist can produce soothing, gentle gum ‘massage 
without frictional irritation—by merely attaching the Vasculator to 
your dental engine hand piece—applying the soft “fingers” of the pure 
gum rubber pad to the gingivae—and letting the gentle vibration of 
the Vasculator induce healthful vascular stimulation. Here is the truly 
modern way to complete your prophylaxis! 


The soothing, gentle, gum massage provided by the Vasculator is 
particularly valuable in the treatment of pyorrhea, gingivitis and 
periodontitis, after removing irritating deposits from root surfaces 
and correcting traumatic occlusion. The 


35 35 Vasculator stimulates a healthy blood 
27> Be» supply to static and congested tissues of 
the gingivae by compression and release 
massage. 
Order from your dealer today. 
Price, complete......... $14.50 


Each Vasculator is supplied 
with two gum rubber pads and 
two steel tongues, readily de- 
tachable for sterilization. 


THE VASCULATOR CO. 
120 W. Fourth St. 
Long Beach 12, Calif. 


MWWIUATION . 


The Vasculator provides 
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stimulating gingival 
massage without 
friction, by gentle 
vibration 











one place where they will find the 
reason—within one’s self. 

If we are ready to accept the doc- 
trine that success comes to us because 
of some superior quality within our- 
selves, we must be prepared to accept 
the contrary doctrine—that failure 
likewise originates within ourselves. 


Personality Rehabilitation 
Dentists are becoming increasingly 


aware that they have opportunities 
for broad human service outside the 
limits of ordinary dental procedures. 
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Within the 
affairs we have magnificent opportun- 
ities to improve the health, the com- 
fort, and the appearance of our fel- 
lows. The child who is given an 
acceptable place in society through 
the improvement in his appearance 
by orthodontic skills is an example. 
The adult who is restored in facial 
form and appearance by scientific 
and artistic dentures is another ex- 
ample. Every day we have such priv- 
ileges to be of human service. 
Slightly outside the routine dental 


fields of our routine 










treatments, but still within the fr ame. 
work of dental practice are othe: op: 
portunities that we have to be of in. 
estimable personal service. Ther. are 
the children who are born with cleft 
palates, one out of every 700 births, 
who may need our skills. There are 
those who lose their facial tissues by 
injuries of war and peace, by burns 
and malignant disease. The Armed 
Services have discovered that the 
technical skills to help these unfor. 
tunates are found within their dental 
personnel. The great medical clinics, 
the universities, hospitals, the cancer 
research centers have given promin. 
ent place to dentists who help in 
facial reconstruction. Not every one 
who suffers from facial tissue loss can 
afford care in an institution away 
from his own home community. In 
every community in the world are 
young and old people who may be 
restored to society by the technical 
skills that dentists alone possess to 
rebuild cleft palates, to replace the 
ears, eyes, noses, faces that are de- 
stroyed by injury and disease. In 
every community the dentist has his 
chance to serve. 

When I write these words, I think 
with admiration of some of the den- 
tists in the United States who are 
doing important things for human 
restoration. There is Herb Cooper and 
his cleft palate clinic in Lancaster, 
Pennsylvania. There is Cloyd Har- 
kins working in the same field in 
Osceola Mills, Pennsylvania. There 
is Bob Appleman in the Zoller Clinic 
of the University of Chicago, Arthur 
Bulbulian of the Mayo Clinic, and 
Andrew Ackerman and his dental 
staff at the Memorial Cancer Hospital 
in New York. There are also Alfred 
Nelson of Royal Oaks, Michigan 
working in this same field and Man- 
uel Album and his dedicated work 
with the cerebal palsied children in 
Philadelphia. In almost every com- 
munity there are other dentists work: 
ing side by side with their medical 
colleagues in carrying on important 
work in facial restoration and per 
sonality rehabilitation. 

The child and the adult with polio, 
with heart disease, with tuberculosis, 
the cripple, and the blind, receive the 
attention of nation-wide societies cre- 
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Feather-like margins 


are safest when cast 
in Ney’s finest bridge gold 


NEY-ORO: B-2 


Ney-Oro A-l Ney-Oro B-2 Ney-Oro G-3 
for Inlays for Bridges for Partials 
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In your ORAL HYGIENE 


Would you like to try a little ex- 
periment in psychology—with your- 
self as subject? Try “spotting” your 
real intentions and the true signifi- 
cance of the situations in which you 
find yourself. This is not an easy 
thing to do because we all uncon- 
sciously deceive ourselves to a cer- 
tain extent. Doctor Abraham A. Low, 
Medical Director of Recovery, Inc., 
Chicago, explains some of the ways 
in which this deception complicates 
the relationship between dentist and 
patient, and then concludes: 

“The average person is not critical: 
that is, he is not disposed to fatigue 
himself with the exacting task of 
spotting . . . Should this spotting 
ideal ever materialize, millenium 
would be at hand...” 


x * * 


“When the Dentist Operates in a 
Hospital,” what advantages does he 
gain? What advantages does his pa- 
tient gain? What is the proper pro- 
cedure for making arrangements with 
the hospital, and for preparing the 
patient? All of these questions are 
answered in detail by Doctor Louis 
Willinger. Step-by-step pictures ex- 
plain the special procedures of hos- 
pital operating room technique. 


xk * 


The average dentist who has not 
had much experience with photog- 
raphy may think it is a tough job to 
plan and carry through the produc- 


tion of a dental film, yet he is usually 
quite capable of turning out credit- 
able film material, once he has mas- 
tered the basic principles of film 
technique. Doctor Harold Gluck’s 
article, “Some Advice from an Ex- 
pert Dental Photographer,” gives the 
dentist an authoritative opinion on 
equipment and procedure. 


x ** 

Will your own mouth stand close 
inspection? Doctor David Tabak sug- 
gests that dentists be extremely criti- 
cal of the appearance of their teeth. 
His article, “Do Not Do What I Do 
. . - Do What I Say!” suggests that 
the dentist take his own dental health 
advice personally. 


x * * 

Are you having trouble with past- 
due accounts? Perhaps the reminder 
letters that have helped other den- 
tists collect delinquent payments will 
help you too. Read the article, “De- 
layed Dollars Detrimental to Den- 


tistry.”” 
x kk 

Is your dental assistant new at her 
job? Does her attitude toward pa- 
tients leave much to be desired? Here 
is an article that may be useful as a 
tactful reminder: “Suggestions for 
Dental Assistants.” 


x * * 
Eight departments and features 
give you pick-up reading—and a 
great deal of information. 
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ated for their rehabilitation. All these 
valued organizations have vigorous 
fund-raising campaigns and are en. 
gaged in important research and edu. 
cation. The person who cannot speak 
clearly because of a palate cleft, who 
is the butt of ridicule because of his 
difficulty, has no organization to help 
rehabilitate him. The person with his 
face destroyed from injury or disease 
has no association interested in his 
restoration to society. This is no pub. 
lic conspiracy, no indifference to the 
fate of the facial cripple. It represents 
a phase of social progress that we 
have not yet entered. 

Two significant developments in 
this field of rehabilitation should he 
reported: On April 27 - 28 - 29, 1953, 
the 11th annual meeting of the Amer. 


ican Association for Cleft Palate Re. 


habilitation will be held in Atlanta, 
Georgia at the Biltmore Hotel. A team 
of experts from the University of Ill- 
inois Cleft Palate Center will demon- 
strate a completed case and the team 
method of treatment. The program 
will also include presentations on 
the integrated specialties: pediatrics, 
prosthetics, orthodontics, corrective 
speech therapy, and vocational coun- 
selling. The program chairman is 
Willard T. Hunnicutt, D.D.S., Med- 
ical Arts Building, Atlanta, Georgia. 

The other development is the crea- 
tion of the Academy for Oral Reha- 
bilitation of Handicapped Persons to 
provide high standards of dental care 
for the physical and mental handi- 
capped. The first meeting of this 
group will be held in Cleveland dur- 
ing the time of the next ADA meet- 
ing. Information may be had from 
Manuel M. Album, D.D.S., 1930 
Chestnut Street, Philadelphia 3, 
Pennsylvania. 

Out of meetings of this kind will 
come discussion and publication with- 
in the dental profession. There will 
be increasing cooperation with our 
medical colleagues. The public will 
hear about these efforts. Then a day 
will come when some parent of 4 
cleft palate child, or the son or daugh- 
ter who has a parent suffering from 
a facial disfigurement, will organize 
a nation-wide association to help re- 
habilitate people with crippled faces. 

(Continued on page 192) 
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